


+b! 


asher, 
bove, 








MODERN 
HOSPITAL. 


Published monthly at 660 Cass Street, Chicago, Ill., by The Modern Hospital Publishing Co., Ine Entered as 

second-class matter October 1, 1918, at the Post Office at Chicago, Ill., under the act of March 3, 1879 

Copyright, 1928, by THE MODERN HOSPITAL PUBLISHING CO., Ine. 
Subscription—United States, $3.00; Canada, $3.50; Foreign, $4.00 






















Onliwon toilet paper 
cabinet cast in solid 
white porcelain to fill 
recess wall tile Space 


soft, yet firm 


Finer paper .. . 


NLIWON tissue has those 

qualities required in the 
bathrooms and lavatories of the 
finest buildings, hotels and hos- 
pitals throughout the country. 


It is soft and silky, yet firm and 
absorbent. And in the Onliwon 
system two interfolded sheets are 


served at once—convenient, eco- 
nomical, waste saving! 
Onliwon cabinets, too, are beau- 


tiful . . . easy to refill, reducing 
servicing time . . . and built so 
strongly they last for years. 
A.P.W. PaperCompany, Albany, 
New York, U.S.A. 


Onliwon 


TOILET PAPER AND PAPER TOWEL SERVICE 














November, 1928 THE MODERN HOSPITAL 















































- 


CONTENTS 








_— 


PUCRTSCCERHETRSREEERECR CRE CCERERETTIAEERLEREERR ARE ReReetecetensecaeerte 


For November, 1928 


COVER PAGE—Peralt:: Hospital, Oakland, Calif. 





ORIGINAL ARTICLES 
Coordinating the Relations of the Laboratory and Clinical Staffs ......... 49 
Louis B. Wilson, M.D. 


Should the School of Nursing Be Freed From Hospital Control? .......... 57 
G. W. Olsen 


Peralta Hospital Emphasizes the Hospital’s Human Side ................. 61 
Will G. Corlett and R. G. Brodrick, M.D. 





D Mutua: Responsibilities of Trustees and Superintendent .................. 71 
Duper Charles S. Pitcher 

solid 
) fill 


4ce 





War Time Libraries Now Bring Joy to Civilian Patients .................. 74 
Inez M. Baylis 


Miriimizing the Fire Hazards of X-Ray Films ...................000000- 79 
R. D. Hobbs 


ee See Se ,  o cc i oc ieecnseevernneeheasunepeneneee 83 
Yhe Modern Hospital Reading Course: Lesson XXIII .............00005. 93 


Providing Competent Nursing Care for the Modest Purse ................ 122 
Janet M. Geister, R.N. 


ee Te SN CRS cc cacccsccndenededvevedensneveeees 138 
W. Hargreaves 


| ee =“ 6 a ee 96 
(Continued on page 4) 





Published the first of each month by 
THE MODERN HOSPITAL PUBLISHING CO., Inc. 
Charter member Audit Bureau of Circulations, member of the Associated Business Papers, Inc. 
660 CASS STEET, CHICAGO—Telephone, Superior 6462 
NEW YORK OFFICE—11 West 42nd Street. Telephone, Longacre 6591 
SUBSCRIPTION 
Domestic, $3.00. Canada, $3.50. Foreign, $4.00. Single copies (current), 35 
cents. Back copies, 50c to $1.00. 
Domestic rates include United States, Cuba, Porto Rico, Canal Zone, Hawaii, and 
Philippines. 


Copyright, 1928, by THE MODERN HOSPITAL PUBLISHING CO., INC. Entered as second-class 
matter Oct. 1, 1918, at the Post Office at Chicago, Ill., under the act of March 3, 1879. 

















Q == Oe = 0 > — 











THE MODERN HOSPITAL Vol. XXXI, No. 5 





oe) 0 0 eS SS Sa ss ey BN _  e e {_} 3 j____}}}- LT) 
pTeEstasaneceeeeeeuneecctOasGestQise0uciieCeeNUNritetU0U0UUTE000800 00UNEURUIDULAOCECCRUSAICUSLUUUENENELINTERUHE DUCUUNGUGAGAUECVACEEAOSUGUOONEURUUOUOUGLCCEUECIUTEUOLUEATETILSIESUIETE Ee 


eo 


TTT eS N AS ece Sa Riae cae 4 


CONTENTS 








STUDIES ON HOSPITAL PROCEDURES 
Department of Anesthesia 


—_ << ———- + 


EDITORIALS 
Pneumonia and the Hospital 
PO TS TES ony Teer ere TT TT Tt ETT rT Tee etre 
The Administrator’s Cabinet 
The Village Jail 


i) 


TALKING IT OVER 


YOUR EVERYDAY PROBLEMS 


ec 


NEWS OF THE MONTH 


i __ ___ 


NURSING AND THE HOSPITAL 


—_——— 


Providing Competent Nursing Care for the Modest Purse 


OUT-PATIENT SERVICE 


Determining the Ability of the Patient to Pay for Medical Care 
A Clinic on Wheels—How It Serves the School Children of Alberta 





HOSPITAL EQUIPMENT AND OPERATION 





Do Your Sterilizers Always Sterilize? 


An Effective Air Compressor Discharge Silencer 


x —____ fi _____ ij _____¥j____¥_) 


Q lites SCUSESRSRSCESESISESRSSITEEERSERSRCHREGUSEESUIERELFEECESSUSUEUALTOGREUSUEH RUSSITORCISUGRSCCRERSGREREGEEEDCECEURORERURMCGREDARDIUESGUIEEIGEEDPcOreucecreceSeeGSEeGERERESICREOECOLGRECOLORGEESEUUEUOStESSOCRRRESSEOEHEEEOE 


High Pressure Steam Valve Shows Fine Workmanship 





Fiber Dish Is Newest Contribution to Dining Room Equipment 
Sectional Construction Is New Feature in Metal Bedroom Furniture 


New Low Priced Laundry Machine Does Work Faster 


(Continued on page 6) 


Le A —_____o3 J ______}_) 


ee 














ao Ca] CC Gz 0c Gece 


ee ee 





SA TTITINII EA PET I 
A ——— ed ee ee i ——_____-] 

















November, 1928 THE MODERN HOSPITAL 





When mothers ask 


tell them there 
is a difference 


OST mothers understand the importance of 
including cod-liver oil—Bottled Sunshine— 
in the daily diet of their children. 


But many mothers do not understand that it 
makes a difference what kind of cod-liver oil they 
give. 


The benefit from cod-liver oil depends on its 
content of the health-protecting Vitamins A and 
D. But the vitamin content of different oils va- 
ries widely. 


It is therefore very important to use a cod- 
liver oil of proved effectiveness—such as Squibb’s. 


Squibb’s Cod-Liver Oil tests exceptionally 
high in Vitamins A and D. Because of processes 
exclusive with Squibb, it is protected from dete- 
rioration by oxidation. It is treated and bottled 
in an atmosphere of carbon dioxide and is charged 
with this gas. 


It is also dehydrated, further protecting it 
from deterioration and making it more palatable. 


When you suggest Squibb’s Cod-Liver Oil, 
you may be very sure you are suggesting a vita- 
min-tested, vitamin-protected oil of the greatest 
effectiveness. 








SQUIBB’S COD-LIVER OIL 


VITAMIN-TESTED VITAMIN-PROTECTED 
* Produced, Tested and Guaranteed by E. R. Squibb & Sons, New York 


Manufacturing Chemists to the Medical Profession since 1858. 
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Coordinating the Relations of the 
Laboratory and Clinical Staffs’ 


By LOUIS B. WILSON, M.D. 


Rochester, Minn. 


HE fundamental object of a hospital is to 
"[ provide a place where the patient can receive 

better service than he can receive elsewhere. 
Home treatment is being replaced by hospital 
treatment at a rapidly accelerating rate. Thus in 
the fifty years from 1873 to 1923 the number of 
hospital beds in the United States increased from 
slightly more than 35,000 to more than 770,000. 

While the figures are not available for the last 
four years it is certain that there has been even a 
greater rate of increase during this period than 
during any previous period. It is estimated that 
at present in the larger cities of the United States 
as high as 30 per cent of the working time of all 
clinicians, not including hospital residents and in- 
terns, is spent in hospitals. 

Hospitals were originally founded as and long 
remained purely charitable institutions for the 
medical and surgical care of the homeless and des- 
titute. But during the last quarter century the 
knowledge of the superior medical and surgical 
services to be obtained in the hospitals has spread 
to all classes of citizens and is now almost uni- 
versal. Pay patients now have opportunity to re- 
ceive as good professional care as charity pa- 
tients. That they patronize the hospital is shown 
by the fact that many hospitals while still grant- 
ing free care to about 30 per cent and below cost 
care to about 25 per cent more of their patients 
yet receive enough frédm the remaining 45 per 
cent to defray their expenses. 





*Abstract of an address on the occasion of the dedication of the new 


laboratory building of the Western Pennsylvania Hospital, Pittsburgh, 
a. 


What are the factors that have caused this 
recent rapidly growing transfer of patients from 
the homes to the hospitals? There can be no 
question but that the changing conditions in the 
home itself have been a considerable factor. The 
modern small apartment or house without a 
“spare room” is not a much more comfortable 
place in which to be sick than is a boarding house. 


Modern Training Favors Hospitals 


There is no doubt also that the modern educa- 
tion and training of the physician prejudice him 
in favor of hospital practice. Indeed it is a seri- 
ous question whether the younger medical men 
are not losing their opportunity to care for pa- 
tients in their homes. At least two university 
medical schools, California and Wisconsin, have 
recently instituted a return to the old preceptor 
system by placing their undergraduates for brief 
periods with practitioners who give them super- 
vised experience in caring for patients in their 
homes. 

But it is not the changes in the social and eco- 
nomic conditions in the home or the educational 
bias of the young physician that is causing the 
great increase of hospital care, but the improved 
care, diagnosis and treatment given in the hos- 
pital. 

The first trend toward hospitals came about be- 
cause there the patient could receive nursing su- 
perior to that obtainable in the home. Most pa- 
tients now realize that good hospitals supply not 
only better nursing but other things for their 
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physical and mental comfort superior to those 
they can command in their homes. 

After the recognition of the superiority of the 
hospital in its nursing service there came recogni- 
tion of its superiority as a place for surgical 
treatment. This recognition was tardy even after 
the advent of asepsis. The memory of “hospital 
gangrene” lingered in the public mind for a long 
time after the condition itself was conquered in 
surgical practice. Now, however, there is uni- 
versal belief in the great superiority of the hos- 
pital over the home as the place for surgical op- 
erations and postoperative surgical treatment. 
The public as well as the profession knows the ad- 
vantages of clean operating rooms, perfect instru- 
ments and trained assistants. 

What the members of the public do not always 
appreciate, however, and what the surgeon him- 
self does not always realize is that, aside from 
the superiority surrounding operative procedures 
in the hospital as compared with those in the 
home, there is another important factor in the 
publicity or semipublicity surrounding operations 
in hospitals. Every surgeon, however honest and 
well meaning when working alone, is keyed up to 
give his best service in the presence of his pro- 
fessional colleagues, be they young or old. This 
feeling is transmitted to every member of the 
staff and the highest efficiency of the entire surgi- 
cal group is thus assured. 


Why Hospital Care Is Superior 


Incidentally, medical care in hospitals is like- 
wise of a higher standard because of the par- 
ticipation in it of interns, residents, consultants 
and visiting physicians. The public is slowly com- 
ing to know that the best medical as well as sur- 
gical treatment is not that done in a corner, that 
the hospital offers superior opportunities for 
medical as well as for surgical treatment. 

After the recognition of the hospital as a place 
where improved bodily comfort and superior sur- 
gical and medical treatment could be obtained, 
there has slowly developed a realization that in 
the hospital more certain diagnosis of the begin- 
ning and progress of a patient’s illness may be 
made because there adequate laboratory facilities 
may be economically provided. 

The diagnostic laboratory was developed in the 
physician’s office. As a rule he equipped it as 
well as he could afford but, judged by present hos- 
pital standards, only with the simplest apparatus. 
He attempted only the simplest examinations for 
not only was his apparatus necessarily limited but 
usually he was his own technician and his own 
diagnostician and his time was greatly limited. 
He was careful, however, to understand fully 
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what he did attempt and he knew not only his 
possible sources of technical error but also the 
clinical significance of his results. His efforts so 
far as they went, were equivalent to those of a 
perfectly coordinating laboratory and clinical di- 
agnostic department in one. 

In the transfer of the diagnostic laboratory 
from the physician’s office to the hospital the re- 
sults were often far from satisfactory. The 
reasons for the unsatisfactory results were to be 
found in inadequately trained personnel, both pro- 
fessional and technical, in attempts at complicated 
procedures without proper equipment and last but 
not least in lack of proper coordination between 
the laboratory and the clinical departments. 


Graduates Need Practical Experience 


The ordinary graduate of even the best of our 
medical schools is not now and never has been at 
graduation any more fitted to take charge of a 
good clinical laboratory than he is to take charge 
of an operating room. This is no fault of the 
schools because their function is to give training 
in the fundamentals of medicine, and, clinically, 
to prepare men for the general practice of medi- 
cine. It is not the function of the undergraduate 
medical school to fit men for the practice of spe- 
cialties without further graduate training. But 
the man in charge of a hospital clinical laboratory 
must have a great deal of special knowledge 
which is not given and does not properly belong 
in the regular curriculum of an undergraduate 
medical school. Of course it is possible for men 
during their undergraduate medical studies to do 
special work to fit them for clinical laboratory 
positions and some of them do make such prep- 
aration. I am speaking only of the ordinary phy- 
sician just graduated from medical school. 

Unfortunately the intern-resident-assistantship 
training taken by most physicians after gradu- 
ation, which fits them and fits them well for 
the care of the sick in some special field of medi- 
cine or surgery, does not include any adequate 
additional training in laboratory procedures. 
Many hospitals, however, that have established 
clinical laboratories for economic reasons and be- 
cause of the difficulty in obtaining adequately 
trained clinical pathologists, have placed in 
charge of their laboratories men on their medical 
or surgical staffs who are as incapable of direct- 
ing the technical work of the clinical laboratory 
and in many instances also of interpreting the re- 
sults, as would the intern be incapable of conduct- 
ing major surgical operations. And the fact 
should not be lost sight of that the inexperienced 
laboratory officer is in a position to do as great 
harm as is the inexperienced surgeon. 
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On the right its 
shown the electro- 
cardiograph at the 
new laboratory 
of the Western 
Pennsylvania Hospi- 
tal, Pittsburgh. 





Under such circumstances there has frequent- 
ly been an attempt made to find in nonprofes- 
sional help such technical skill as would substitute 
for the lack of technical training on the part of 
the nominally directing physician or surgeon. In 
some instances the substitute has apparently been 
efficient and satisfactory. In many instances, 
however, necessary refinements of technique have 
been lost sight of, valuable procedures have been 
abandoned and the laboratory has ceased to 
render service of much value to the patient. 

The greatest difficulty; however, has been to find 
enough physicians properly trained to interpret 
laboratory results. It is difficult even now to ob- 
tain enough men with special training equal to 
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The x-ray diagnostic 
apparatus shown on 
the left has proved 
to be of inestimable 
value in making di- 


agnoses, 














that recommended for directors of clinical labora- 
tories by the American Medical Association'; the 
American Association of Pathologists and Bac- 
teriologists, the American Chemical Society and 
the American Society of Clinical Pathologists. 
These are as follows: 

“The director of an approved clinical labora- 
tory should be a graduate of an acceptable college 
or university of recognized standing, indicating 
proper educational attainments. He shall have 
specialized in clinical pathology, bacteriology, 
pathology, chemistry or other allied subjects, for 
at least three years. 


1 Essentials of an approved clinical laboratory. Jour. Am. Med 
Assn, 1927, Ixxxiii, 837-838. 
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“The director may make diagnoses only when 
he is a licensed graduate of medicine, has special- 
ized in clinical pathology for at least three years, 
is reasonably familiar with the manifestation of 
disease in the patient and knows laboratory work 
sufficiently well to direct and supervise reports.” 

The hospital clinical laboratory, however, has 
been more generally successful in securing the 
services of physicians competent to furnish infor- 
mation concerning the condition of the patient at 
the time of his entry to the hospital and of the 
progress of his disease during occupancy of the 
hospital than in securing those competent to check 
either at the biopsy or necropsy clinical diag- 
noses and treatment. 

The pathologic examination of material re- 
moved by the surgeon, especially while the in- 
formation obtained may be of use in the further 
treatment of the patient from whom the material 
was removed, does not require any elaborate ad- 
ditional equipment of the clinical laboratory, but 
it does require so much additional training and 
judgment on the part of pathologists that not a 
great many have been found whose advice, based 
on the histologic examination of pathologic ma- 
terial, is materially better than the information 
that the surgeon himself is able to obtain by the 
gross examination of the tissue in situ or after 
its removal. 


What the Pathologist Must Know 


Most of the class A medical schools in the 
United States give good training in the micro- 
scopic study of pathologic tissues. This training, 
however, is based for the most part entirely on 
the study of sections of tissues that have been 
prepared by fixation and lengthy subsequent pro- 
cedures before they find their way to the micro- 
scope. The histologic examination of sections of 
tissues removed at operation, to be of most value 
to the patient, must be completed and reported 
upon within a few minutes after the tissue has 
been removed. This means a rapid preparation 
of tissues, the technique of which anyone can 
readily learn, but, what is much more important, 
it also means training on the part of the patholo- 
gist in the interpretation of the microscopic pic- 
tures of tissues neither shrunken nor swollen 
from fixation and usually stained by dyes very 
different from those with which he has been 
familiar during his student days. 

The training of most American medical stu- 
dents, both as undergraduates and as interns, in 
the conducting of necropsies and in interpreting 
the conditions found at necropsy is woefully inad- 
equate. Few of the applicants for fellowships in 
The Mayo Foundation, men for the most part with 
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enviable records in the best American medical 
schools and with an average of two years’ resi- 
dence in good American hospitals, have actually 
conducted or assisted in as many as ten necrop- 
sies. They have witnessed in most instances a 
considerably larger number, but it is doubtful if 
any physician is capable of performing a necropsy 
satisfactorily or of giving valuable judgment on 
the conditions found therein until he himself has 
made under skilled supervision at least 100 such 
examinations. 


Too Few Necropsies Are Made 


At present in the United States we do not have 
nearly enough men to make and properly evaluate 
necropsies in as many hospitals as are now at- 
tempting to increase their necropsy service. And, 
on the other hand, we have few hospitals in the 
United States in which a sufficiently large num- 
ber of necropsies are being performed under 
skilled supervision to provide opportunities for 
training men to perform them. 

Incidentally we are accustomed as a medical 
profession to bemoan the lack of necropsies and 
place the onus of their absence on the public 
whom we accuse of not being willing to give con- 
sent for the postmortem study of their dead 
friends. I am sure, however, that the funda- 
mental reason for the low percentage of necrop- 
sies in many hospitals in America lies with the 
medical profession itself. While there are not 
enough pathologists competent to make necropsies 
of real value in checking diagnoses and treat- 
ment, I regret to say there are still some clini- 
cians who are apparently uninterested in having 
their diagnoses and treatment checked. 

In a survey of 900 hospitals in the United 
States and Canada made three years ago by 
Davidson’, it was shown that while in 80 per cent 
the laboratory work was supervised by a pathol- 
ogist, in only 40 per cent was there a full-time 
pathologist. How is improvement to be made in 
the supply of adequately trained laboratory phy- 
sicians and technicians? I can see no other way 
than for every well equipped laboratory to offer 
opportunity for qualified apprentices to fit them- 
selves for laboratory technical positions and for 
recent medical graduates to fit themselves as 
laboratory consultants. 

The maintenance of sufficient nonprofessional 
technical laboratory help is not ordinarily a diffi- 
cult matter after an institution is well started. 
The occupation of laboratory technician is becom- 
ing more and more well recognized as a desirable 
one for college or high-school graduates. In the 
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long run it is paid as well as nursing. Its duties 
are less confining than those of nursing. 

The special training of undergraduate or grad- 
uate physicians for laboratory duties is inade- 
quately provided for in most hospitals. Aside 
from a brief period in a rotating service during 
internship there is little provision made for re- 
cent medical graduates to obtain a laboratory 
training, and at the same time a living, over a suf- 
ficient period to enable them to become expert in 
laboratory procedures and laboratory diagnosis. 

The principle might well be more broadly rec- 
ognized that the well-to-do patient of to-day may 
properly be expected to give financial support to 
the better training of the physician who will 
diagnose and take care of the charity patient of 
to-morrow. This means the establishment of po- 
sitions for the junior medical staff of a laboratory 
which will give at least as good opportunities and 
as adequate remuneration for young physicians to 
specialize in laboratory fields, as are now given to 
men with similar training to specialize in surgery 
or other branches of clinical medicine. All this 
means that hospitals must gradually increase 
their laboratory budgets to a much higher ratio 
than one-fortieth of their total expense, which is 
the rather usual ratio at present. 

Having thus indicated somewhat in detail the 
character of work that may be expected of the 
modern hospital laboratory and the methods of 
training and the professional requirements of its 
staff, let us see how these things affect still fur- 
ther the relationship of the clinical staff with that 
of the laboratory. 


Hospital Work Must Be Cooperative 


The relationships of the professional staff in 
the laboratory to the clinical staff of the hospital 
have always been pleasant but in recent years 
have been rapidly becoming much better coor- 
dinated. The physician who sees his patients 
entirely in their homes quite properly regards 
himself as solely responsible for their care. The 
moment, however, he brings a nurse into coop- 
eration with him in the care of the patient, either 
in the home or in the hospital, he must recognize 
that the responsibility is somehow divided and 
that blame or credit is really shared to some ex- 
tent by the nurse. 

When the patient is transferred from his home 
to the hospital so much of his welfare depends on 
the hospital, the nursing staff, the resident physi- 
cians and interns and the laboratory, that the 
physician’s primary responsibility is still more 
greatly reduced and inevitably shared more and 
more by others. The hospital care of the sick is 
a well organized cooperative affair, with the phy- 
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sician in charge ultimately entirely responsible 
but far from wholly initially responsible for its 
effective progress. 

Attending physicians have not always recog- 
nized as fully as they might that the interests of 
the laboratory physician in the patient are similar 
to their own, so far as initial responsibility is 
concerned. Everything, of course, turns on what 
will be for the best interest of the patient, and 
the clinician is likely to have an unconscious bias 
because 70 per cent of his time is devoted to home 
and office practice, in both of which the immediate 
responsibility for, and entire control of the pa- 
tient rest with him. That much the greater por- 
tion of the physician’s professional work forces 
him into a direct and personal relationship with 
his patient is suggested by the all-inclusive way in 
which he says, “My patient.” When, however, 
the patient is transferred to an organized hospital 
some of the physician’s possessiveness must drop 
out because of the great share in responsibility 
for the patient that must be taken by others. The 
clinician sometimes does not change his attitude 
to meet the cooperative conditions necessary in 
hospital treatment and this is to the detriment of 
the patient’s best interests. 


Laboratory Reports Must Be Unbiased 


On the other hand, there is sometimes a tend- 
ency in the laboratory department toward what 
might be called an academic attitude. Of course, 
the laboratory director must preserve to a great 
extent an impersonal viewpoint. For example, he 
must not hesitate to report the presence of even 
one bacillus of tuberculosis in sputum from his 
best friend or the presence of beginning malig- 
nancy in a section of tissue from a young and 
prominent member of the staff any more than he 
would hesitate to report similar findings in speci- 
mens from a beggar. Nor must he hesitate to re- 
port to the best surgeon on the staff that it was 
the surgeon’s error that proved fatal to the pa- 
tient whose body he just examined postmortem. 

But the laboratory director must not assume 
that all laboratory findings are infallible or even 
when they are absolutely true that they neces- 
sarily are the only factors in diagnosis. He must 
keep in mind that the fundamental object of his 
work is the utmost contribution possible to knowl- 
edge of the pathologic conditions of-the patient. 
Generally speaking the more he keeps the patient 
in mind, rather than the specimen he is examin- 
ing, the better service he renders. 

A number of attempts have been made to 
formulate the relationships of hospital clinical 
and laboratory staffs. Thus the board of gover- 
nors of the American College of Surgeons at its 
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meeting in November, 1924, unanimously adopted 
the recommendations of a committee on the gen- 
eral requirements for pathologic laboratories in 
hospitals which include the following paragraphs: 

“1. The director of a pathological laboratory 
shall be a graduate in medicine of an acceptable 
medical school. He should have had, if possible, 
some clinical experience. He should have an 
equal rank in the hospital organization with the 
attending physicians and surgeons and should be 
a member of the medical board of the hospital. 

“2. The laboratory department of the hospital 
including the usual divisions of bacteriology, 
chemistry, serology and pathology, shall be equal 
in rank and coordinate with the medical and 
surgical services of the hospital. 

“3. The director of the laboratory shall be re- 
sponsible to the physicians in charge of the pa- 
tients for the interpretation of all laboratory 
findings although the technical execution of the 
various tests might well be done by assistants or 
technicians who have not had medical training.” 


Laboratory Director Serves as Consultant 


These and the other recommendations of the 
committee, adopted by the American College of 
Surgeons, have since been in process of promulga- 
tion by that body and in slightly modified form by 
the American Medical Association and the Society 
of Clinical Pathologists. Complete agreement in 
some of the details has not yet been reached, but 
the general policy of making the director of the 
laboratory responsible for the interpretation of 
the laboratory findings to the physician in charge 
of the patient, and therefore of necessity placing 
him in the position of associate or consultant with 
the clinician is universally accepted by the or- 
ganizations mentioned. 

The recommendation with regard to the in- 
terpretation of all laboratory findings to the phy- 
sician in charge of the patient sometimes needs to 
be extended or clarified so that everyone may un- 
derstand that it includes the interpretation of 
negative laboratory findings as well as positive. 
Frequently the significance of negative results is 
wholly misinterpreted, when a consultation be- 
tween the physician and the laboratory director 
might clear up matters quickly. I can recall two 
instances of this sort in my own experience. The 
first was that of a generally competent, but in one 
respect inexperienced, practitioner who was quite 
nonplussed by repeated negative reports on blood 
tests for typhoid fever, but whose patient really 
had small-pox. In another instance a physician 
censored the laboratory emphatically because cul- 
tures from throats of patients in one of his own 
families failed to reveal the bacillus of diphtheria. 
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After consultation with the laboratory staff, the 
physician found that his patients were really af- 
fected with a virulent type of scarlet fever. 

In some of the more complicated serologic tests. 
negative evidence is valueless in disproving the 
presence of disease unless every step in the proce- 
dure, including the collection of specimens, has 
been checked with the greatest nicety. It may 
not be amiss to cite certain regulations in force 
in our laboratories that we have found promote 
accuracy. For example, sputum is collected only 
in standard receptacles. End reactions of intra- 
cutaneous tests for tuberculosis are read only in 
the laboratory, after a standard time, in a stand- 
ard light and by an experienced physician. Even 
in these days of prohibition, patients must be 
warned not to take alcohol for twenty-four hours 
before a Wassermann test. The laboratory is 
supplied with information as to a history of syph- 
ilis, the character of recent treatment and the 
other reasons if any, (lesions for example) for re- 
questing the examination. Ambulatory patients 
whose stools are to be examined for parasites go 
to the laboratory where provision is made for the 
satisfactory collection of the stools and their im- 
mediate examination. Unequivocal cooperation 


between clinician and laboratory consultants is‘ 


also absolutely necessary. 


Clinician Must Gauge Urgency of Examination 


If the physician in charge of the patient is 
careful not to ask at unseemly hours for labora- 
tory examinations about which there can be no 
possible haste, he has the greater right to demand 
undelayed service in those examinations concern- 
ing which there is need for haste. A definite un- 
derstanding between the clinical and laboratory 
departments as to the general type of examina- 
tion demanding speed and others that may or 
must be delayed, is important, but in the last 
analysis the clinician must use his best judgment 
in each case, concerning the necessity or impor- 
tance of each examination. He must remember, 
however, that complete blood counts are rarely 
of any value except in suspected diseases of the 
blood, spleen and lymph glands, or in severe types 
of anemia with hemoglobin of 60 per cent or less; 
that differential blood counts should be made only 
when there is special indication, as in pernicious 
anemia, hemophilia, polycythemia, large spleen or 
enlarged lymph nodes; that blood for special tests 
in cases of anemic, hemophilic and chronic jaun- 
dice, including volume index determinations and 
van den Bergh tests should all be collected at one 
time, thus saving the time of the laboratory staff 
and avoiding unnecessary venipunctures, and that 
the measurement of basal metabolic rates, except 
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in suspected aberrant thyroid conditions, is rarely 
warranted unless as a matter of pure research, 
requiring an immense amount of material, in- 
cluding adequate controls. 

I mention these few instances merely as illus- 
trations of ways in which the clinician may save 
needless waste of time and money for the labora- 
tory and the hospital. Nothing exasperates a 
competent laboratory staff more than to be asked 
to make examinations of material already ruined 
by faulty methods of collection, or to make 
lengthy tests that long since have been shown to 
be of no significance in the condition indicated 
clinically. The clinical examination must be suf- 
ficiently thorough to indicate the probably fruit- 
ful lines of laboratory investigation. 

It may not be amiss here to speak of the im- 
portance of a clearly defined policy in the hos- 
pital concerning certain semiclinical procedures 
and serologic treatments, for example, which are 
sometimes passed over by the clinician to the 
pathologic laboratory. It is doubtful if the best 
interests of the patient are ever properly served 
by the administration of treatment of any sort 
by a pathologic laboratory. It is possible that it 
may be satisfactorily done under laboratory 
supervision. But if the clinician is to maintain 
any degree of his responsibility for the care of 
his patient he certainly must retain that which 
comes from any form of treatment. The patho- 
logic laboratory’s relationship to treatment serves 
the best interest of the patient when it is purely 
diagnostic and inspectorial. Of course, this does 
not apply to roentgen ray and physiotherapeutic 
laboratories in their therapeutic departments, 
which are developed fundamentally for giving 
treatments. 


Pathologist Should Request Necropsy 


There is, however, one relationship between 
physician and patient which it seems to me is al- 
ways better maintained by the laboratory staff 
than by clinicians. I refer to the consultation 
with relatives of the dead concerning permission 
for necropsy. The attending physician who, dur- 
ing the patient’s illness, has not infrequently come 
in contact with the patient’s relatives is some- 
times at a serious disadvantage when he ap- 
proaches them, in case of death, with a request 
for a necropsy. One of the strongest arguments 
in such a request is a statement of the general 
truth that postmortem examination, in a large 
majority of cases, reveals important facts that 
previously have not been known. The physician 
who states this gives the impression that it is 
his own personal experience. The pathologist 
who states it gives the impression that it is a 
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general experience. In the former case a preju- 
dice is sometimes aroused against the physician; 
in the latter, none is aroused. 

It is also true that the attending physician not 
infrequently has received some impression during 
his patient’s illness that either the patient himself 
or his friends would be averse to a postmortem 
examination. He is thus handicapped at the be- 
ginning of his interview with the friends. The 
pathologist, on the other hand, has received no 
such impression and will always proceed on the 
assumption that the intelligent friends should 
know and have the right to know all that can 
be found out concerning all of the conditions of 
disease in their dead relative. This latter as- 
sumption, an appeal to the personal interest of 
the relatives of the dead, is the strongest appeal 
I know of in securing consent for necropsy. 


Who Shall Explain the Findings? 


After the necropsy is made who shall explain 
the findings to the friends? It has been our un- 
varying custom for the pathologist to perform 
this duty. He is less likely to arouse adverse 
feeling on the part of the friends than the cli- 
nician and with experience he does it more skill- 
fully and in simpler language than the clinician. 

The policies here outlined for obtaining con- 
sent for necropsies and for telling the friends the 
truth concerning the findings have brought us 
during more than twenty years consent for 
necropsy in an average of 85 per cent of all deaths 
and have never yet brought us a malpractice suit. 
They have also resulted in educating the public in 
many localities from which our patients come 
with regard to the importance of necropsies. 

No angle of the relationship between clinician 
and laboratory director is more important than 
that represented in the clinical-pathologic confer- 
ence. These conferences, especially on cases that 
have come to postmortem, are becoming more and 
more common. It seems to me, however, that in 
some instances they fall short of what they might 
accomplish by the failure to recognize certain 
principles. For example, our experience leads us 
to the belief that it is all-important that the con- 
ferences be held while the facts are still fresh in 
the memory of all concerned, rather than merely 
preserved in history and protocol. This means 
that the conferences should be held at least once 
a week, even though each clinician may have been 
present at all of the necropsies on his own cases. 
All clinicians and pathologists on the staff should 
be present at all conferences but no one else 
should be present. Visitors should not be per- 
mitted. Such an arrangement leads to utmost 
frankness without producing hard feelings. 











56 THE MODERN HOSPITAL 


At the clinical-pathologic conference it is wise 
to discuss all deaths, including the reasons why 
permission for necropsy was not obtained. The 
lantern projection of an abstract of the history 
and the protocol of the necropsy, as well as di- 
rect projection of tissue slides by the microscope 
and the demonstration of gross specimens are 
great aids to an understanding of the facts. 

There is occasional need also for general con- 
ferences between the clinical and laboratory staffs 
of the hospital concerning examinations other 
than necropsies. A staff luncheon once in a while 
offers a convenient occasion for such a confer- 
ence. 


Research Should Be Encouraged 


What is the character of research, if any, 
which should be conducted in a hospital labora- 
tory? Shall it be limited to checking up the work 
of others, to testing newly proposed laboratory 
procedures or the pathological basis of recently 
suggested methods of diagnosis and treatment? I 
should strongly deprecate the confinement of the 
laboratory staff to such tasks in the name of re- 
search. Even an old watchdog soon becomes dis- 
gusted with the job of proving false the hasty 
alarms of a puppy. While such checking of new 
procedures is sometimes necessary not only in the 
interest of science but also in the interest of the 
patient, the limiting of the laboratory to such 
duties alone makes their extraroutine work 
monotonous and unprofitable. 

Perhaps someone may question whether re- 
search is at all a function of the hospital labora- 
tory. I hold that any physician, be he clinician 
or laboratory director, who in his work receives 
any suggestion that gives any promise whatsoever 
of the revelation of a new truth or new combina- 
tion of truths, and who, either by selfishness or 
indolence fails to follow out that suggestion, is 
reprehensible. On the other hand, the chasing of 
every scientific butterfly that wings its way 
across the horizon of either clinical or laboratory 
department of a hospital is stupid, futile and un- 
worthy of the name of science. It is well estab- 
lished that except for the individual long trained 
in scientific research, the man who starts helter- 
skelter after some suggestion of his own or of 
his associates without careful consideration and 
consultation with others, not only as to what has 
already been done along similar lines but also as 
to the ways and means of accomplishing any 
possible results in the field, is doomed to disap- 
pointment. It is our experience that some of the 
best suggestions along the line of basic as well as 
clinical research come from clinicians, and it is 
also our experience that the methods of procedure 
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they suggest usually are not likely to prove fruit- 
ful. The laboratory director should, of course 
have good training in research methods, not the 
least of which in clinical fields is in the study of 
controls. His mind should be open to suggestions 
from the clinical staff concerning problems that 
need solution for the benefit of the present and 
future patients in the hospital, but he will usually 
need to plan his own methods of attack. 

I cannot see why the personnel of a hospital 
laboratory should be driven to engaging in re- 
search on fundamental problems unsuggested by 
and apparently unrelated to the clinical or labora- 
tory work of the hospital. I know I may be in 
serious disagreement in this respect with many 
laboratories. Of course there are exceptions to 
all general rules and every research man works 
best on problems in which he has a personal in- 
terest, but it appears that any problem is most 
likely to be solved when its various phases may 
be attacked with the assistance of men especially 
expert in the particular fields concerned. But the 
hospital laboratory usually does not have the as- 
sistance of the expert general chemist, of the 
physicist, of the anatomist or of the embryologist. 
The pathologist in the hospital laboratory may 
well leave to his colleague in the university those 
problems which, from their fundamental nature, 
require light to be shed on them from associated 
fundamental sciences, while he concerns himself 
with those problems on which he can get clinical 
advice and clinical experience from his clinical 
confreres in the hospital. He will usually need 
all the assistance he can command along purely 
fundamental lines to solve even a small portion of 
the vital problems that confront him. 


Departments Must Be Coordinated 


To sum up then, the patient receives better 
service in the hospital than in the home in regard 
to personal comforts, nursing, medical and surgi- 
cal treatment and laboratory aids to diagnosis. 
The patient’s physician is responsible for seeing 
that these services are so coordinated that they 
best serve the patient. Wise coordination pre- 
serves the autonomy of each department. The 
laboratory department furnishes original diag- 
nostic data to the clinical departments, advises 
with them concerning their interpretation, and, in 
the event of death, seeks out and apprises them 
of all errors in diagnosis and treatment. Besides 
a medical education and preferably also some 
clinical experience, the laboratory physician needs 
special and thorough graduate laboratory train- 
ing. He is a consulting physician and his labor- 
atory should provide the best atmosphere in the 
hospital for clinical consultations. 
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Should the School of Nursing Be 
Freed From Hospital Control? 


A Paper From the American Hospital Association Meeting 
By G. W. OLSON 


Superintendent, California Lutheran Hospital, Los Angeles 


ITERATURE dealing with nursing educa- 
|. tion has been enriched in recent years by a 

number of significant publications. Chief 
among these are the report of the Rockefeller 
Committee on Nursing and Nursing Education in 
the United States; M. Adelaide Nutting’s book, 
“A Sound Economic Basis for Schools of Nurs- 
ing,” and most recently, the preliminary report 
of the Committee on Grading of Nursing Schools, 
prepared by its director, Dr. May Ayres Burgess, 
and published under the appropriate title, 
“Nurses, Patients and Pocketbooks.” 

Besides these major publications numerous 
magazine articles have appeared dealing with 
questions related to nursing education, in all of 
which is evident a marked trend toward the sepa- 
ration of the school of nursing from the hospital 
and toward its establishment upon a basis of 
autonomy. Does the school of nursing, in the in- 
terest of nursing education, need to be freed from 
hospital control? An unbiased study of recent 
literature on the subject, presenting conditions 
that are undeniably actual, cannot fail to cause 
one to incline toward an affirmative answer. 


Apprentice System in Force 


While the educational standards of our indi- 
vidual hospital schools, under state regulation, 
have been raised immeasurably, much of the ap- 
prentice system is still in force. Students are 
recruited because they are needed to staff the 
hospital, regardless of whether there is a chance 
for them to make a living in their profession 
after graduation. The ambition of every hospital 
has been to run a training school, to expand the 
school with the growth of the hospital, to build 
& nurses’ home commensurate with the size of 
the institution and to keep this home filled to ca- 
pacity. This cannot go on unchecked. The time 
has come to consider a change in our methods. 

Nursing educators, who must be acknowledged 
as authorities, have reached the conviction that 
the time has come to release the nursing school 
from the bond of apprenticeship by which it is 


tied to the hospital. They frankly state the rea- 
sons that have convinced them of the necessity 
for this change. Here are some of them: 

“Schools of nursing everywhere rest upon an 
unsound and precarious financial basis. Few of 
them are endowed or have any definite, assured 
resources for the conduct of their work beyond 
the provision that the hospital, whose nursing 
service the school is supplying, is from year to 
year able and willing to make. Most hospitals 
find it hard to get enough funds to keep their 
legitimate work going on a satisfactory basis. 
They cannot contribute to the support of schools. 
On the contrary, they must use the schools to 
help support the hospitals.”—M. Adelaide Nut- 
ting, “Some Essential Conditions in the Educa- 
tion of Nurses.” 


Nursing Leaders Favor Change 


“While standard professional education, such as 
law and medicine, architecture and engineering, 
has long outgrown the apprentice stage, and even 
such callings as journalism, business and social 
work are rapidly moving toward an ordered edu- 
cational scheme, the training of nurses remains 
one of the few survivals of this earlier and largely 
outworn type of education. The nurse in the 
vast majority of cases still receives her profes- 
sional training not in an educational institution 
independently endowed and organized as Florence 
Nightingale conceived it, but in a training school 
which is a part of a hospital and responsible for 
furnishing its nursing service. Such a school 
shares inevitably the essential weakness of the 
apprentice system; its first liability is service 
production, not education.”—Report of the Com- 
mittee for the Study of Nursing Education. 

Again we quote Miss Nutting: “The system 
under which the school of nursing functions to- 
day belongs to a primitive stage of social organi- 
zation. Its basis is a form of apprenticeship, 
centuries old, a survival of the past in striking 
opposition to other modern forms of education.” 

And from recent discussions by other persons 











58 THE MODERN HOSPITAL 





who have studied the subject thoroughly the fol- 
lowing statements are quoted: 

“The present system does not allow a superin- 
tendent of nurses to think in terms of how many 
students she can educate properly instead of how 
many she needs to staff the hospital.” 

“Present day training inclines toward too nar- 
row a scope.” 

“The nurse must have a broader view of her 
profession than her own hospital gives her.” 

“Our present system of training produces a lot 
of weak nurses. They are all right under home 
supervision, but lost when thrown on their own 
resources. They feel the need of the mothering 
of their own hospital.” 

“The present day graduate knows only the 
work of her own hospital and is not prepared to 
face the many perplexing problems the future will 
inevitably bring.” 

In support of the last two statements an ex- 
cerpt from Dr. Burgess’ report is offered: “Be- 
cause supervision of the hospital training school 
is so exceedingly strict, it becomes possible for the 
school to admit as students many young women 
who will be useful hands and feet in the hospital 
wards, but who are not at all safe prospects to 
go out into the completely unsupervised graduate 
activity of private duty nursing after the hos- 
pital is through with them.” 

In the face of the authoritative statements 
quoted, with all due regard for the splendid char- 
acter and high ideals of our denominational hos- 
pital nursing schools, I feel that we can no longer 
defend the individual hospital school as being the 
best that can be devised in the interest of nursing 
education. 


How Hospitals Could Cooperate 


This brings us to a consideration of the ques- 
tion: How would the hospital be affected by nurs- 
ing school autonomy? 

It is assumed that the separation of the school 
from hospital control will be brought about 
through the earnest efforts and whole-hearted co- 
operation of those hospital authorities and educa- 
tional leaders in the community who are inter- 
ested in nursing education. Their action will 
result either in the incorporation of the school 
with a separate board and an affiliation with the 
hospital of which it has been a part, or in the in- 
corporation of a local college of nursing with 
which two or more hospitals may affiliate. A 
provisional pattern for the latter type of institu- 
tion is to be found in the central schools of in- 
struction now functioning in a score or more 
cities. 

A recent example of the first named type of 
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separation of control is to be found in Santa 
Barbara, Calif., where the school of nursing of 
the Santa Barbara Cottage Hospital has been in- 
corporated as the Knapp College of Nursing, 
under a separate board and with a contract of 
affiliation with the hospital as the practical train- 
ing ground. In the process the school received 
an endowment and was given the name of the 
person memorialized by the generous gift. The 
contract of affiliation provides that the hospital 
pay to the school a certain amount for each stu- 
dent’s services in the hospital. This payment goes 
entirely to the school, supplementing the endow- 
ment income, as do also the tuition fees paid by 
the students. One cannot fail to be impressed 
with the high educational basis upon which nurse 
training is placed by such an arrangement. Stu- 
dents are selected by the school authorities, not 
by the hospital management. Requirements for 
admission are high, attracting applicants of a 
superior quality. It should be no more difficult 
for groups of hospitals to cause such colleges of 
nursing to be established in the larger centers 
than for this one hospital to do it in a small com- 
munity. 


Meeting the Cost 


But what about the cost and how is that to be 
met? Is it true then that the present system is 
of great financial advantage to the hospital? Few 
are willing to admit that it is, and many are ready 
to prove that it is not. Elizabeth A. Greener’s re- 
port on budgets for schools of nursing, presented 
to the National League of Nursing Education at 
Detroit in June, 1924, gives the sum of $1,285.15 
as the cost to the hospital of teaching and main- 
taining a student nurse for one year. The Cali- 
fornia Lutheran Hospital maintains a school of 
120 students and the cost for each student as 
calculated and in part estimated—we do not keep 
separate accounts for the school—is placed at 
$800 a year. That is $96,000 annually. By co- 
operating, the denominational hospitals in Los 
Angeles could support an excellent college of nurs- 
ing with an outstanding faculty and splendid 
teaching equipment, on a per capita outlay no 
larger than their present cost. 

The details of organization and operation of 
such a school are matters for educators to work 
out, but it is a fascinating subject for the hospital 
administrator. Applications to such a_ school 
would be handled by a central committee on which 
the affiliated hospitals should be represented by 
their superintendents of nursing. Applicants 
should be requested to state their preference, if 
any, as to which of the affiliating hospitals they 
wished to receive their practical training in. Nat- 
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urally many would express a preference. On the 
other hand so many would leave the choice to the 
coordinating officer of the school that no student 
would have to be assigned to a particular hospital 
against her wishes. A satisfactory distribution 
among the hospitals therefore should not be diffi- 
cult. Affiliations would be made with various 
special hospitals, such as babies’, children’s med- 
ical, children’s surgical and orthopedic, in order 
to give every student a well rounded training. 


Regulation Would Be Easy 


The number admitted to such schools of nurs- 
ing could be limited in the same manner as in 
schools of medicine. Students would pay a regis- 
tration or tuition fee. During their training pe- 
riod in the hospital they would be supplied with 
uniforms and given their meals. They would live 
in their own homes, or in students’ residences 
provided by the school at nominal rental, or in 
the nurses’ residences of the hospitals, there like- 
wise paying a small rent. Under this plan local 
students should not be compelled to move away 
from their own homes, and students from outside 
who preferred to live with relatives or with 
friends in the city should be permitted to do so. 
No student should be forced to live at the hospital 
or in the school dormitories, if indeed any such 
dormitories would be provided. 

Such an arrangement would be a boon to hos- 
pitals whose nurses’ homes are inadequate for 
their needs under the present system. It would 
Save them the investment of hundreds of thou- 
sands of dollars on housing facilities, to say noth- 
ing of the subsequent carrying charges and 
upkeep. Their present homes would not become 
useless for they could house the nursing depart- 
ment officials and supervisors of the hospital, the 
graduate general duty nurses and those nonresi- 
dent students who doubtless would choose to rent 
quarters in the nurses’ home of the hospital. 

A college of nursing similar to the one here 
described would no doubt become a popular school 
and would benefit by liberal gifts and endow- 
ments. Its usefulness would be readily under- 
stood by every thinking person. Vocational edu- 
cation is favored and fostered to-day as never 
before, and here is a vocation of the highest order. 
It would be comparatively easy to secure a schol- 
arship for every poor girl of outstanding ability. 

But are we not now in the development of our 
plan brought face to face with another problem 
that, to the denominational hospitals in particular, 
looms large—the regulafion or control of the life 
of the student? 

With what difficulty do we free ourselves from 
the bonds of tradition even in this progressive 
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age. “We have got to get over being traditionally 
minded in this matter,” said Mary M. Roberts, 
editor, the American Journal of Nursing, in dis- 
cussing nursing education recently. What are 
the traditions that still influence us in our con- 
sideration of the training of nurses and which 
modern thinking must characterize as medieval? 
I quote again from the Rockefeller report: 

“Nursing dates from far back of the Christian 
era, as a natural exercise of the maternal in- 
stincts of women. During the Middle Ages it 
became a function of religious orders, and with 
that persistence of accepted ideas and conventions 
that marks all human affairs, there survives to 
this alien day, as ideals deemed appropriate to 
nursing, the monastic ideals of asceticism, self- 
abnegation and obedience to authority. 

“To these monastic influences there must be 
added further the influence of the military model 
which it was natural that the first hospital train- 
ing schools should adopt, following as they did 
so closely upon Florence Nightingale’s Crimean 
episode and her reorganization of the army med- 
ical service. 


Old Traditions Are Passing 


“These monastic and military traditions have, 
until very recently, dominated to an extraordinary 
degree not only the actual working of the schools 
of nursing but our habitual thinking about them. 
It has been an accepted tradition that the nurse 
in training should yield to her superiors an obedi- 
ence that transcends even that of the good soldier, 
for it has no court of appeal; and that she should 
be governed by a sole dedication to duty which 
is derived from the earlier religious devotion of 
votaries. 

“But in a modern world and with the entrance 
into the training schools of young women actu- 
ated by the same mixed motives that actuate their 
contemporaries in other pursuits, these traditions 
are bound to be modified.” 

In the modern type of nursing school these 
traditions will not only be modified but wholly 
superseded by the new law of self-government, 
which accords to the carefully selected, intelli- 
gent, healthy, honest and self-reliant students, the 
“freedom to live their own lives under conditions 
that they themselves can control,” according to 
Prof. Marian Coats, president, Sarah Lawrence 
College. 

Given the character of students who would be 
selected under the plan of admission to our school, 
we should not need to fear to let them live at 
home. If young women studying music, art, 
stenography, bookkeeping, or preparing them- 
selves for teaching, can be trusted to live without 











60 THE MODERN HOSPITAL 


cloistral inhibitions, why should it be necessary 
to impose them upon students of nursing? We 
could expect better scholarship under the new 
plan, for we would be free to insist upon it. Every 
principal of a training school knows how difficult 
it is under the present system to get rid of a 
mediocre student when she is regarded as an 
exemplary resident of the nurses’ home. Under 
the new plan students weak in performance could 
be eliminated. 

The privilege of living at home would result 
almost certainly in a larger proportion of enroll- 
ment of students within the city. Every super- 
intendent of a church hospital in a large city 
knows how few young women enter training from 
the churches, largely because neither mothers nor 
daughters relish the idea of the cloistral seclusion 
at the hospital and the restrictions on visits to 
relatives, when the home is so near. 

As a closing thought, the sentiments of a noted 
nursing educator, Isabel M. Stewart, R.N., Teach- 
ers College, Columbia University, expressed at 
Boston in June, 1921, seem particularly appropri- 
ate: 

“This is a critical period in nursing education 
and we must see clearly and build wisely if our 
work is to stand for the future. The first essen- 
tial is that we should clear the ground of the old 
outworn or unsound timbers which are giving 
way under the strain of modern demands and the 
spirit of a new age. Then we shall be better pre- 
pared to rebuild our structure, using the best ma- 
terials and a sounder foundation, fashioning the 
whole plan on broader lines to accommodate the 
widely varied activities of our modern profession 
of nursing. We shall not be alone in this task of 
reconstruction. In many other fields of work old 
ideas are being discarded and new experiments 
are being tried. If we have faith in our work 
and in the world’s need of it, we shall not fail.” 





Lessening the High Cost of 
Maintaining a Hospital 


That there is no such thing as low cost of maintenance 
in the operation of a hospital is the opinion of Dr. George 
O’Hanlon, medical director, Jersey City Hospital, Jersey 
City, N. J., who spoke on hospital construction principles 
at the meeting of the New Jersey State Hospital Asso- 
ciation in Atlantic City. But those who are responsible 
for the administration and construction of hospitals can 
hope to lessen the cost by careful attention to small de- 
tails. 

Accessibility of the site is an important consideration, 
Dr. O’Hanlon pointed out. The site should be convenient 
to lines of transportation, and should be chosen with 
respect to the potential growth of the immediate sur- 
rounding sections. 
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Compact buildings are more satisfactory than low 
rambling structures. It is much better to go up into 
the air, and have the additional amount of land available 
for light and air, at the same time guaranteeing against 
noise from the neighborhood. 

From Dr. O’Hanlon’s viewpoint a consideration of alli 
the hospital services, and their relation each to the other, 
is necessary. For instance, whether the service from the 
central kitchen is better than having individual diet 
kitchens; the relation of the utility rooms; and the ar- 
rangement of the wards and private rooms for the maxi- 
mum of efficiency and the minimum of effort on the part 
of the nurse. 

“Fireproof buildings, of course, are the only type of 
buildings to be considered,” said Dr. O’Hanlon. “An aver- 
age of one fire in a hospital occurs every day in the year 
in this country. In order to make the buildings fireproof 
as far as possible we should equip the buildings with fire- 
proof furniture. Storage of x-ray plates is another fire 
hazard.” 

Other items listed by Dr. O’Hanlon included the follow- 
ing: 

Gas and electricity may be used for heat if they are 
available, with a saving on the services of firemen and 
engineers. They are also cleaner than coal. 

It is always cheaper to use brass rather than galvan- 
ized iron pipes, since the galvanized pipes begin to rust 
within a few years. 

Incinerators are expensive items of equipment, and if 
there are other practical ways of disposing of garbage and 
refuse they should be used. An “open” radio is an in- 
expensive item, but individual ear phones extending from 
a central point, are expensive. 





Taxing the Income of the Private 
Hospital Conducted for Profit 


What exempts a hospital from the payment of income 
tax? 

According to an opinion recently handed down by the 
income tax unit of the Federal Internal Revenue Depart- 
ment and published in the Ohio State Medical Journal, 
a hospital to be exempt from such taxation “must be 
organized and operated exclusively for religious, char- 
itable, scientific, literary, or educational purposes,” and 
“its net income must not inure in whole or in part to the 
benefit of private shareholders or individuals.” 

The case cited was that of a company that built a 
hospital and later under contract turned it over to a 
physician as superintendent for life, leaving full control 
in his hands and using the net income to expand the hos- 
pital facilities. He was allowed to appoint such other 
physicians as he wished for special service in the institu- 
tion and was allowed the benefits of the hospital for his 
private practice. 

The opinion stated that such a hospital cannot be 
exempt from income tax under the supervisions of 231 (6) 
of the Revenue Act of 1926, because “the company is a 
private hospital operated for the benefit of the doctor- 
superintendent and such other physicians as he may 
designate in the performance of their professional duties 
with respect to patients treated by them, and not a public 
hospital, the facilities of which are accessible to all 
reputable physicians and their patients. Nor can it be 
claimed that its net income does not inure in whole or in 
part to the benefit of private individuals.” 
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Peralta Hospital Emphasizes the 
Hospital’s Human Side 


By WILL G. CORLETT 


Reed & Corlett, Architects, Oakland, Calif., and 


R. G. BRODRICK, M.D. 


Consultant, San Francisco 


interesting yet more exacting than the design 

of a hospital. Economy in construction, in 
operation and in mental and physical effort, and 
the conservation of labor and facilitation of 
supervision are essential. 

Inasmuch as a hospital is a workshop for the 
reconstruction and repair of the human body, 
special arrangements and mechanical equipment 
necessary to produce these results must be pro- 
vided and so placed that they will function in the 
most effective manner. Coordination between 
divisions of the hospital must be facilitated to 
permit the science of medicine to do its utmost 
toward the discovery, prevention and eradication 
of disease. 

Physicians depend on the nursing, domestic 
and business administration. These are con- 
trolling factors in the dimensions of the various 
rooms, their grouping and the general circulation. 


| iaees is no architectural problem more 


Designing for a special use is here exemplified to 
the highest degree. 

Granting this, we still should not consider the 
modern hospital as nothing more than a shelter 
provided for the surgeons’, doctors’ and nurses’ 
work, as an aseptic workshop furnished with 
power and machinery, with the latest tools and 
the most perfect equipment and scientific aids to 
research and clinical efficiency. The hospital 
should be not merely a great mechanism but a 
silent agent in the art of healing. The archi- 
tectural design of the exterior is not hemmed in 
by the practice of medicine or surgery, or by the 
accepted rules of hygiene. It should be inviting, 
not stern or bald. 

A departure from the traditional stereotyped 
development that made a hospital a dreary place 
has been made in the Peralta Hospital, Oakland, 
Calif. The form of treatment makes it as attrac- 
tive and inviting as its character and purpose 





At the south end 
of the first floor 
is the x-ray de- 
partment; above 
is shown a pic- 
ture of the fluor- 
oscopic room. 


An examining 
and emergency 
treatment room 
is shown on the 
right. It is on 
the first floor 
near a patients’ 
waiting room. 
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permit. It is not a grim, ugly 
structure representing the dire 
necessity of a community, but 
an important institutional build- 
ing, with definite, attractive, and 
practical architectural design, 
providing suitable accommoda- 
tion for various types of medical 
and surgical service. 

The site selected was of suffi- 
cient size to give a large per- 
centage of open ground area, 
proper orientation and outlook, 
with abundance of _ sunlight, 
cheerfulness, pleasant surround- 
ings and agreeable views. The 
type of building plan permits 
the placing of patients’ rooms to 
take full advantage of these site 
features. 

Close cooperation between the 
hospital officials, the architects 
and the consulting specialists, 
and the choice of mechanical 
and service equipment and fur- 
nishings appropriate to meet the 
business and service problem 
involved, have resulted in corre- 
lating the phases of hospital 
activity to produce a structure 
entirely suited to its purpose. 

A reduction of the number of 
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beds in wards and an increase in 
the number of single-bed rooms, 
are noticeable features. An in- 
crease in the number of auxilia- 
ries to the rooms and wards and 
the introduction of many home 
conveniences are in accordance 
with developments of recent 
years. Planning of the rooms to 
preserve pleasing proportions 
and form and a consistent ar- 
rangement of furniture and ap- 
pliances are evident throughout 
the plan. 

Adequate fenestration is pro- 
vided, giving large, well propor- 
tioned windows in every room, 
with fixtures to receive curtains, 
hangings and screens, and radia- 
tors in recesses below the win- 
dows and akeve the base. 

Judiciously selected color 
treatment in rooms, corridors 
and lobbies, in plaster, tile walls 
and floors, is a great aid in pro- 
ducing a pleasing appearance. 
White tile and plaster have been 
eliminated except in toilet rooms 
and similar places where white 
plumbing fixtures occur. 

Provision is made for a large 
variety of treatments and exami- 
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The x-ray depart- 
ment includes a 
cystoscopie room 
and deep therapy 
room, equipped 
completely and in 
accordance with 
modern ideas. 


The seventh floor 
is the _ surgical 
floor. The south 
half is the ma- 
ternity depart- 
ment. On the 
left is shown 
one of the deliv- 
ery rooms. 
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Besides the several small electric refrigerators which 

are installed throughout the hospital, there is the main 

refrigerating plant shown above. Below are shown the 
water softeners. 
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nations of patients. Adequate and convenient 
arrangements for the nurses, the domestic serv- 
ices and the business administration have been 
carefully planned. 

Communication between the hospital, and the 
power house and laundry building is by an under- 
ground tunnel, and the travel of patients, visitors 
and personnel and the reception of supplies are 
so arranged that there is no conflict or interfer- 
ence. 

Adequate, conveniently equipped, quiet eleva- 
tors, centrally located, serve the building, with 
dumb-waiter elevators for all food service and 
separate service elevators for the kitchen and the 
power house building. 

The serious work of the hospital is masked as 
much as possible from those who are within its 


The two water heaters shown here provide 


walls. Bodies, soiled linen and rubbish, are not 
transported through departmental corridors. 

Modern systems of heating, lighting and venti- 
lating have been installed and the mechanical 
equipment and radio outlets are of an up-to-date 
type. 

The planning of the dietary department has 
been given particular care, and an effort has been 
made to reduce the travel of food, with a conse- 
quent minimum loss of heat. 

Particular attention has been given to the selec- 
tion and use of attractive and practical furniture, 
floor coverings, draperies and fixtures. 

The same care has been shown in the selection 
of the hospital bedding, dishes, trays and silver- 
ware, all adding to the pleasing and homelike 
character of the hospital. 

Administrative organization and policies carry 
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out the prevailing idea, and the patient and visitor 
are made conscious of this attitude of pleasant 
and comfortable service at all times. 

The hospital is situated on the top of a hill. The 
site was selected after a consideration of ten or 
eleven available sites, on the basis of general suit- 
ability for a hospital of this type. It is of suffi- 
cient size to insure privacy and of a general form 
and linear dimensions adaptable for a building 
with proper distribution of the areas. It has 
frontages on two streets, facilities for parking 
automobiles, and space for driveways, walks and 
planting. It permits the planning and placing 
of the building to maintain desirable exposures 
and orientation, with protection from encroach- 
ment on all sides. 


The hospital is easily reached, lessening the 


Tae 
Ss 


hot water for the entire institution. 


danger to very ill patients or emergency cases. It 
is accessible to physicians, and to friends and 
relatives of the patients. Supply service is direct 
and prompt at either street frontage. It is ap- 
proached from all directions by means of wide 
thoroughfares for automobiles and is within easy 
walking distance from main street car and bus 
lines. 

The topography of the site is extremely favor- 
able. The natural elevation of the knoll on which 
it is situated permits a pleasant prospect from 
patients’ rooms without objectionable features in 
the foreground, gives good natural drainage, and 
a level and adequate building platform above the 
front street grade, as well as a desirable lower 
grade on the rear street for the power house 
building. The site is in a quiet portion of the city, 
away from noisy railroads, heavy vehicular traftic, 
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The problem of 
serving three meals 
a day is made easier 
when modern equip- 
ment is used. Above 
is the main dining 
room, to the left, 
the dishwashing 
room and below, the 
main kitchen. 
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noisy factories, smoke and the dust of the streets, 
giving a general remoteness from disturbing 
influences. 

Climatic conditions are favorable, the site being 
in a warm, equable belt and open to a maximum 
of sunlight and air throughout the year. 

The main building is a seven-story and pent- 
house hospital building with a separate three- 
story power house connected to the main building 
by an underground tunnel. 

The buildings exemplify in high degree im- 
portant modern trends in hospital building. They 
are especially designed for safety under fire, 
earthquake or panic conditions. The safety of 
occupants under all conditions has been a para- 
mount consideration in the minds of those respon- 
sible for the planning of the construction. 

Structurally the buildings are a heavy type of 
reinforced concrete construction, built on a 


First floor plan. 


splendid foundation, in accordance with well 
recognized principles for the construction of a 
building to resist fire or earthquake shocks. The 
main building is uniform in design. Heavy rein- 
forced concrete columns, girders and beams, thick 
floor slabs, roof slabs, walls and foundations give 
this unity. Above the ground the structure is 
designed in each story to resist horizontal forces 
acting in any direction, with such horizontal re- 
sistance properly distributed. The rectangular 
type plan with uniform weight on all sides of the 
center makes an ideal form for this type of con- 
struction. 


Modified Florentine Architecture 


The building is an adaptation of Florentine 
architecture and Italian detail, simple, dignified 
but not too formal in its composition of masses, 
voids and solids, vertical quoins, horizontal belt 
courses, openings, plain ornament, modeled detail 
and cornices, crowned with tile roofs. A pleasing 
variety of color and warmth is given by the quoins, 
cornices, belt courses, and ornament being a 
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brown sandstone color, the main building walls 
modified white, texture stucco, and the tile roofs 
variegated red and brown. The ensemble is at- 
tractive and restful, in combination with the 
brown walks and driveways, varied green 
shrubbery, lawns and flowering plants. 

A two-story high projecting motif attractively 
marks the main entrance. Shutters in the top 
story with an overhanging cornice on the central 
motif and limited use of ornamental wrought 
iron grilles at the main entrance add to the home- 
like appearance. 

In plan the building is a rectangular block plan 
type, with the long sides of the rectangle facing 
almost directly east and west, the south end fac- 
ing Thirtieth Street, the main approach. The 
main entrance, on the east, gives access to the 


























public and the visiting staff through a vestibule 
to the reception lobby, administration depart- 
ment, executive offices, corridor, elevators and 
stairs. A sheltered entrance with turn-around for 
the admission of patients, emergency cases, ambu- 
lance cases and out-patients is on the west. 
General supplies, equipment and drugs are re- 
ceived at a service entrance on the north, reached 
by a service drive and turn-around from the 
west driveway. This driveway gives access to the 
parking space for doctors’ automobiles. A minor 
entrance on the east side in the south wing gives 
entrance and exit to the x-ray and laboratory 
departments. Supplies for the power plant, 
laundry, morgue and similar services are at the 
rear, so that these services are thereby screened 
from the main building and its occupants. 

The first or ground floor, which is below the 
main or administrative floor, provides for the 
receiving of patients and emergency cases 
through a patients’ entrance corridor, leading to a 
patients’ waiting room, an examining and 
emergency treatment room with storerooms and 
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apparatus room, and with connection to the main 
elevator vestibule. Bulk storage space, commis- 
sary storage space, storekeeper’s office, receiving 
space at the service entrance and elevator to the 
kitchen are provided here. Linen and bedding 
storage room, drug storage space, drug store and 
drug store lobby are provided on this floor. An 
employees’ dining room, with serving pantry and 
dumb-waiter service from the main kitchen and 
access from the main corridor, is also on this 
floor. 

At the south end of this floor the x-ray depart- 
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ment and laboratories are placed, with a common 
waiting room, direct exterior entrance and office. 
The x-ray department consists of consultaticn 
and plate viewing room, radiographic room, 
fluoroscopic room, cystoscopic room and deep 
therapy room, with a dark room and double maze 
entrance, and the necessary transformer rooms, 
control rooms, storerooms, dressing rooms and 
toilets. 

The laboratory consists of a_ bacteriological, 
chemical and pathological laboratory, a serologi- 
cal labor room and storeroom. A physical therapy 
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treatment room with cubicle compartments, wait- 
ing room, dressing rooms and a second treatment 
room, a metabolic room near the laboratory, a 
battery and electrical appliance room and a jani- 
tors’ closet are also provided on this floor. 

This floor is at the ground level and the receiv- 
ing entrance for supplies is at the north end in the 
rear on the level of the ground. 

An underground tunnel is below this first floor 
level, connecting from the main building elevators 
and the bottom of the laundry and dust chutes on 
the line of the main corridor axis underneath the 
service yard to the laundry floor level of the power 
house building. An elevator and stair in the 
power house connect this level to the two power 
house floors below and the yard above. The tunnel 
also serves to bring steam mains, power and light 
wires and pipes from the power house to the main 
building. 

The second or main floor is reached directly 
from the main entrance only, in the middle of the 
east front. This entrance leads from the main 
walks and driveways through an ornamental en- 
trance vestibule and wide marble stairs to the 
main lobby. The main lobby is high ceilinged, 
daylighted through leaded glass windows and has 
an interesting architectural treatment of heavy 
beams and brackets. The floor is of rubber tile 
in pattern and color. The beams and ceiling are 
decorated with harmonious stencils in color. 
Comfortable and colorful decorative furniture, 
fixtures and hangings complete a delightful, com- 
modious and restful lobby. 

Off the main lobby are a waiting room with 
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The private rooms vary in their color schemes, but the 
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prevailing colors are light tan, rose and soft green. 





public telephone, a reception room connecting 
with the superintendent’s office, the chief nurse’s 
office, the cashier’s office and the general office 
and telephone room. There are provided toilets 
for men and women, comfortable furnishings and 
attractive electric lighting fixtures. The lobby 
connects directly with the main corridor from 
which are reached the elevator vestibule, dining 
room, dietitian’s office, kitchen, staff cloak room, 
bookkeeper’s rooms, vault, patients’ record room, 
conference room, board room and library with 
staff lavatory, a special nurses’ locker room and 
lavatory ; two double rooms for interns or visiting 
staff, with toilets and showers, and a resident 
physician’s bedroom with bathroom. The confer- 
ence room is wainscoted, equipped with book 
cases, trimmed in mahogany and furnished with 
decorative furniture. No patients’ rooms are on 
this floor. 

Particular care has been taken in the planning 
and administration for efficient operation of the 
dietary department. The serving of food to 
private patients, ward patients and hospital per- 
sonnel is provided by a centralization of all pre- 
paratory service in the main kitchen on the sec- 
ond floor, near the center of activities, connected 
by service elevator with stores and the receiving 
room below. The dietitian’s office and special diet 
kitchen adjoin the main kitchen with dumb- 
waiters between. The travel of food is reduced to 
a minimum. The food can be transported by 
means of dumb-waiters, and with a minimum loss 
of heat, directly to centrally located diet kitchens 
or serving pantries on each floor. 
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No food or soiled dishes are carried on main 
elevators. There is a separate vegetable room 
and butcher shop, with their separate refrigera- 
tion units and the main refrigeration unit off a 
kitchen service corridor. A separate bakery room 
is provided, a dishwashing room, a service pantry, 
a silver closet, facilities for ice cream making, 
service corridor to main dining room, cook’s store- 
room, main diet kitchen and dietitian’s office. 

The main dining room adjoins the kitchen and 
is tastefully and cheerfully decorated and fur- 
nished. Small table units are used. The main 
dining room is reached from the main corridor. 

The third, fourth and fifth floors are exactly 
alike. Each floor has twelve private rooms, nine 
two-bed rooms and one four-bed ward. On each 
of these floors are two solariums with south, east 
and west exposure. Each solarium is equipped 
to accommodate two emergency beds, making a 
total of thirty-four beds per floor, plus four 
emergency beds, or thirty-eight per floor. 

All patients’ rooms have complete plumbing 
facilities, a lavatory and toilet for each room. 
A tub is in three of the rooms and one public 
bathroom is on each floor. There are also clothes 
closets in all rooms, a closet for each bed in all 
cases. 

The service accessories on each floor consist of 
a central nurses’ station with lavatory and toilet, 
closets, sink, desks and cabinets, placed in the 
exact center of the corridor, directly opposite the 
elevator vestibule entrance; a treatment room 
completely equipped; a utility room with work 
table, lavatory, refrigerator, linen chute, steri- 
lizers, sink, slop sink, pan warmer, closet and 
drier; a ward serving pantry, into which the 
dumb-waiters from the kitchen open, with range, 
china closet, refrigerator and sink. A _ public 
lavatory and toilet, apparatus room, linen room, 
janitors’ closet and flower room comprise the 
other service features. 


Varied Color Treatment Is Pleasing 


A distinctive feature of these patients’ floors 
is the color treatment. The main corridors, 
stairs, elevator vestibules and visible rooms are 
uniformly treated, in a light tan color, stippled. 
Corridor trim, doors and base are hardwood in 
dark walnut color. The patients’ rooms have a 
uniformly painted wood trim of light color, but 
the stippled painted walls and ceilings differ in 
different rooms, light tan, rose color and soft 
green being used. Rugs on the floors, overstuffed 
furniture, window curtains and other furniture 
differ in colors and patterns but all are in har- 
mony with any of the three basic colors. The 
result is a marked variation in the rooms but no 
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lack of harmony and no difficulty about changing 
curtains, furniture or coverings. <A _ cheerful, 
homelike, habitable room, certainly unique in hos- 
pitals, is here obtainable. 

A typical private room is about 12 feet by 12 
feet 4 inches. The floor covering is linoleum. A 
large rug is used over the linoleum. Walls and 
ceilings are plaster with stippled washable wall 
paint finish. 

The sixth floor is similar to the third, fourth 
and fifth floors but is arranged to be used as the 
maternity floor. Shower baths replace the tubs 
and a nursery with a capacity of eighteen bas- 
sinets replaces the four-bed ward and adjoins the 
nurses’ station. Infant baths are provided. 


Seventh Floor Devoted to Surgery 


The seventh floor is the surgical floor. The 
north half of the floor contains two large major 
operating rooms, with an anesthesia room be- 
tween and elevated viewing platforms for each 
operating room; a surgeons’ wash-up room ad- 
jacent; a sterilizing and sink room, with adjacent 
utility room for sterilizers; orderlies’ closet; 
soiled linen chute and rubbish chute; an operat- 
ing room for minor operations; a large nurses’ 
workroom; an office centrally located, correspond- 
ing to the position of the nurses’ station on other 
floors directly opposite the elevator vestibule en- 
trance. An orthopedic and plaster room; a 
dental operating and anesthesia room; a supply 
room and a surgeons’ lavatory, with toilets and 
shower bath, complete the general surgery. 

The major portion of the south half of the 
seventh floor is the maternity department, con- 
sisting of two completely equipped delivery 
rooms with sterilizing room and surgeons’ wash- 
up room between; a labor room with lavatory 
and closet; a sitting room; and a nurses’ locker 
room with lavatory, showers, dressing rooms and 
toilet. The surgical floor is planned for future 
enlargement. 

The eighth floor level takes care of elevator 
machinery, dumb-waiter machinery, fans and 
other mechanical equipment. 

The Peralta Hospital is prepared to give any 
type of service. No attempt is made to take 
care of persons who are unable to pay for serv- 
ice, as there are a number of hospitals in the city 
organized for such a purpose and doing it 
admirably. 

The hospital has no set rules of conduct for 
the patients. The only restrictions are those 
placed by the doctor on the individual patient. 
If it is desired that some member of the family 
stay at the hospital, this can be arranged at any 
time. 
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Mutual Responsibilities of Trustees 
and Superintendent’ 


By CHARLES 8S. PITCHER 


Superintendent, Presbyterian Hospital, Philadelphia 


O HAVE a well conducted hospital there 
"| net be groups of intensely interested men 

and women who care more for the patients 
of the hospital than they do for themselves. These 
groups, represented by a board of governors or 
trustees, must place a 
staff in charge of the 
hospital’s daily affairs 





that of an agent to whom certain powers have 
been given. When trustees and superintendents 
recognize this relationship of principal and agent, 
it promotes harmonious and cordial feelings. 

For years, at meetings of hospital, medical and 
other associations allied 
to hospitals, and in pri- 
vate, I have heard trus- 





who will at all times 
make this ideal the con- 
trolling motive in the 
management and work 
of the institution. 

The superintendent is 
usually more prone to 
think of the duties and 
responsibilities of the 
trustees than of his 
duty and responsibility 
to them. 

We should not forget 
to boost and defend our 
trustees to others and 
to cheer and encourage 
them when they are 
downhearted in times 
of stress. 

Trustees should in- 
terest themselves. in 
broad progressive plans 
and should originate 
the ideals and policies, 
but the details of these 





Service Ideals | 


T= objective of all hospitals should be 

the best sérvice possible to the patient 
and to obtain this end there must be 
groups of men and women actively inter- 
ested in its affairs, who care more for the 
patients of the hospital than they do for 
themselves. The trustees and resident 
personnel must be actuated by this same 
ideal which, in the last analysis, is service 
to the patients and subordination of per- 
sonal interest for the good of the hospital 
and the patients undergoing treatment 
within its walls. 


To achieve this, the trustees must have 
high devotion to duty. The relations be- 
tween the trustees and the superintendent 
should be cordial and each should have 
confidence in the other and admiration for 
the other’s work and for their coworkers. 
The paramount interest of all should be 
the restoration of the patients to health. 








hereafter become an enemy. 


tees, superintendents 
and others maligned. I 
have little sympathy 
with this practice. 

Few of us are free 
from inhibitions that 
may at times warp our 
judgment and cause us 
to make unwise decis- 
ions. However, nothing 
is as bad as its oppon- 
ents would lead one to 
believe; nothing so 
good as its proponents 
state that it is. Shaikh 
Sadi, a Persian philoso- 
pher and poet who was 
born in Shiraz, A.D. 
1194, and died in the 
same place 120 years 
later, gives this advice: 
“Reveal not every se- 
cret you have to a 
friend, for how can you 
tell but that friend may 
And bring not all 


broad plans and policies should be delegated to the 
chairmen of committees, to the executive commit- 
tee and to the superintendent. A wise, experi- 
enced and diplomatic superintendent who has the 
confidence of his trustees may guide the general 
policy of the trustees to a considerable extent. 

The relation of the superintendent to the trus- 
tees should be cordial, there should be mutual re- 
spect and admiration for each other’s work. 

The superintendent is the representative of the 
trustees, and the authority which he exercises is 


es 


*Read before the New Jersey Hospital Association, Atlantie City, 
N. J., May, 1928 


the mischief you are able to do upon an enemy, 
for he may one day become your friend.” 

The board of trustees should be at all times 
fully informed of the progress and character 
of the work of the hospital, and should focus 
its attention and thought upon the vital matters 
of policy and performance. The superintendent, 
as the representative of the board, occupies a stra- 
tegic position for securing information and should 
inform the board of matters that ought to be 
brought to its attention. If the board, which is 


responsible for the proper operation of the hospi- 
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tal, does not know in some detail what is going on, 
it is handicapped. 

In outlining a type of committee responsibility 
through which the superintendent is best able to 
get advice and helpful suggestions from the board 
of trustees, on problems of management, finance 
and other important matters, I am fully aware 
that there is a marked difference of opinion among 
hospital boards and hospital executives as to 
which is the best type of committee organization. 

Generally speaking, we are liable to assume that 
the method of organization at our hospital is the 
best. After an experience gained through having 
been associated at different times with hospitals 
having boards of trustees, visitors or managers, 
consisting of seven, eleven, fifteen and thirty 
members, I am of the opinion that the larger 
boards are the best plan of organization. 


State Institutions Have Small Boards 


State institutions usually have small boards of 
trustees of from seven to eleven members, ap- 
pointed by the governor with the advice and con- 
sent of the senate, or on nomination of a board 
appointed by the governor. 

When there is a small board of trustees it usu- 
ally functions more as an executive committee 
than as a board of trustees. Some of these boards 
have a rotating committee of two members who 
serve two months each, one member of the com- 
mittee changing each month. Some general hos- 
pitals employ this same plan. 

It seems advisable for church and community 
hospitals to have large boards of trustees, to make 
it possible for groups of contributors to have rep- 
resentation on the boards of trustees. With a 
board of trustees of thirty members, thirty differ- 
ent groups of contributors have representation, 
and through the trustees the needs and aims of 
the hospital are more adequately presented to the 
public than when there is but a small number. 

Also, with a larger board, a hospital is not so 
liable to be faced with having the most active 
members of the board of trustees become incapaci- 
tated by illness or age, making it necessary for 
them to relinquish their duties to successors who 
have not had training as members of the board 
and have not become familiar with the needs of 
the hospital over a period of years through mem- 
bership in committees. Church and community 
hospitals having small boards of trustees face this 
difficulty. 

The hospital is fortunate which has a board of 
trustees familiar with its policies and aims. A 
large board of trustees, some claim, may be un- 
wieldy, but on the other hand its policies are 
usually well considered by committees before 
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presentation to the board, and there are board 
members present at meetings who are able to give 
detailed information of projects when they are 
presented to the entire board. 

I would suggest the following organization for 
a large board of trustees of twenty-four or thirty 
members, representing either a church or a com- 
munity hospital which serves a large group of 
churches or a number of communities: 

1. An executive committee, consisting of the 
president of the board of trustees, the secretary, 
and the chairmen of the standing committees. 

2. The following standing committees: (a) 
financial, having charge of the securing of funds, 
investment and general financial plan of the hos- 
pital; (b) audit and supplies, having supervision 
of the purchase, and the auditing of the accounts; 
(c) household, having charge of the training 
school, advising and assisting the superintendent 
in the appointment and discipline of the person- 
nel; (d) property, having charge of the con- 
struction of new buildings and the repair and 
upkeep of the hospital property ; (e) medical staff, 
having charge of the appointments of the medical 
staff; some hospitals do not have such a commit- 
tee; its duties, however, are performed by the 
executive committee; (f) religious work—church 
hospitals have a committee on religious work; (g) 
social service—hospitals having a social service 
department should have a committee on social 
service, which may also function as a committee 
on admission. 


Select Committee Members With Care 


These committees, exclusive of the executive 
committee, usually consist of five members, some 
members of the board of trustees serving on more 
than one committee. The chairman and members 
of the committees are selected on account of their 
knowledge of the matters that will naturally be 
brought to the attention of their committees. 

A hospital with committees organized under 
this plan is more liable to have big objectives, 
which are well thought out and carefully planned. 
than a hospital with a small rotating committee, 
one member of which changes every month, for 
there is more continuity of effort. The policies 
are more fixed and plans for improvement are 
more liable to be realized. 

A new superintendent entering upon his duties 
at a hospital organized under the committee plan, 
has a group of counselors and guides who are 
thoroughly familiar with the subjects that are 
most liable to harass him—financial, audit and 
supplies, property, medical staff and social service. 
The chairman of each of these committees is fa- 
miliar with the various matters that have been 
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placed in his charge, and the superintendent may 
go to these chairmen for advice and guidance. 
After the superintendent has become familiar 
with the different needs and policies of the hospi- 
tal, he may be of great assistance to these differ- 
ent committees through his technical knowledge, 
and he may act as technical adviser or assistant to 
the committees. 

It is always best for the superintendent to as- 
sume that he is assisting the committees rather 
than that he is directing their activities. This at- 
titude of mind on the part of the superintendent 
is conducive to harmonious relations with the 
board of trustees. 

Many superintendents feel that the superintend- 
ent should be present at all board meetings, and 
should be an ex officio member, with the president 
of the board of trustees, of all the committees. It 
is advisable for the president of the board of 
trustees to be an ex officio member of all commit- 
tees, but it is not at all necessary for the super- 
intendent to be an ex officio member or for him 
to be present at all board meetings. With a large 
board of trustees and a capable chairman of each 
committee, it is probably better for the superin- 
tendent not to be present at the meetings of the 
board of trustees, unless he is invited to be pres- 
ent for some special purpose. 


Superintendent Should Not Attend Meetings 


There is great difference of opinion on this mat- 
ter. In my opinion there is more liability for fric- 
tion to develop between members of the board of 
trustees and the superintendent if he is present at 
board meetings. The board of trustees should feel 
at liberty to discuss and analyze any procedure of 
the hospital at its meetings, which can more read- 
ily be done if the superintendent is not present. 

On the other hand, it is advisable. for the super- 
intendent to be present at the meetings of com- 
mittees, when he can be of assistance to commit- 
tees and present matters that he wishes to bring 
to their attention. After these matters have been 
discussed and decided in committees, there is no 
reason for his being present at the board meetings 
to discuss further and present the matters, for 
this naturally becomes the duty of the chairman 
of the committees. 

When there is a small board of trustees, the con- 
ditions are different, for a small board usually 
functions as a committee of the whole, or similar 
to a standing committee of a large board. There 
is no one to fulfill the duties that the chairman of 
the committees in a meeting of a large board of 
trustees should be responsible for. With such an 
organization there is no one to present detailed 
matters to the board of trustees. It is therefore 
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highly desirable for the superintendent to be pres- 
ent, for he, in a measure, takes the place of the 
committee chairmen in presenting matters in 
detail, matters that he may wish to bring to the 
attention of the board, and he can render the same 
service to the small board of trustees that he does 
to a standing committee of a large board. 





Staff Organization Essential 
to Hospital’s Success 


Every effort is being made to bring into the life of the 
hospital staffs better and more efficient methods of organ- 
ization and a higher and more scientific spirit of coopera- 
tion, so that they may function both individually and col- 
lectively in the best possible manner, according to a 
statement by Dr. Max Danzis, chief of staff, Newark Beth 
Israel Hospital, Newark, N. J. 

The medical staff is the backbone and most potent fac 
tor of any hospital, and unless its members are instilled 
with the proper spirit of cooperation and unselfish devo- 
tion to the task of preservation of life and safeguarding 
of public health, to which medical men pledge themselves, 
they will soon bring ruin to the hospital. 

Coordination of the various activities of the medical 
staff is necessary in order to give the patient the kind of 
medical service that is based on the modern scientific and 
clinical methods. 

The fundamental principle for the operation of any 
successful enterprise in industrial or commercial life is 
efficient organization. This applies to hospitals as well 
as to any other business. The fundamental principle un- 
derlying such an operation presents the main, and pos- 
sibly the only difference. Where materialism often gov- 
erns commercial life, pure idealism is the governing and 
guiding principle of medical staff organization. 

Apparently there is as yet no standard form of medical 
staff organization that can be applied to every hospital. 
Most institutions develop their organization in an evolu- 
tionary manner during the course of their activity. Thus 
certain forms that are found advantageous and easily 
adaptable to a definite group may fail entirely in their 
purpose when tried in another institution. 

Every well organized medical staff should consist of an 
active staff, a consulting staff and, whenever possible, an 
associate or courtesy staff. The duty of the active staff 
is to increase the professional efficiency of the institution. 
The committees and officers of the staff should be elected 
or appointed according to their individual bent. 

The members of the medical staff of a hospital must 
not look upon each other as competitors. They must be 
tolerant of each other’s views, and must remember that 
they are all working for the good of the same cause. 

In choosing technicians for the laboratories, care must 
be taken they are efficient and well qualified for the posi- 
tions. If the laboratory staff is not reliable, there might 
as well be no laboratory at all, for the staff members will 
place no confidence in them, and cooperation will be im- 
possible. 

The consulting staff of a hospital should also be of the 
highest ethical and professional standing in the commu- 
nity. They should be men with whom the regular staff 
members will willingly consult, and their attitude toward 
the institution should be one of friendship and sympathy. 
There must also be a spirit of understanding and sym- 
pathy between the board of directors and the staff. 
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War Time Libraries Now Bring 
Joy to Civilian Patients 


By INEZ M. BAYLIS 


Chairman, Library Committee of 


HE hospital library work done by the Mc- 
"Toi Alumnae Society, Montreal, although 

organized during the World War and con- 
sidered of great importance then, is being con- 
tinued in time of peace and has advanced far 
beyond our expectations. 

The society had been told of libraries enjoyed 
by these men while in the hospitals in England. 
After some thought it was decided that in every 
military hospital opened in Montreal we should 
establish, finance and conduct with a voluntary 
staff, a library. A convenor of a library com- 
mittee was elected by the society and a committee 
chosen by her. Any other members of the society 





McGill Alumnae Society, Montreal! 


able to assist gladly volunteered their services. 

Nine military hospitals, some large, some small, 
have been established in this district at various 
times since 1917, in all of which we have had li- 
braries. In 1919 we had under our control and 
were paying all expenses of six of these libraries. 

The money to finance this work has been raised 
by the McGill Alumnae Society in different ways, 
chiefly through lectures by persons of renown or 
through dramas presented by members of the so- 
ciety. In the past eleven years nearly $4,000 has 
been raised to buy books, magazines and supplies, 
and has been dispensed by the library committee. 

When the first military hospital was opened in 


The library of the Royal Victoria Hospital, Montreal. 
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March, 1917, a bright room was given us for a 
library which was comfortably furnished by 
friends, with leather covered easy chairs, a sofa, 
a large table and a desk. The shelves were sup- 
plied by the government. On these shelves we 
placed, after many days devoted to cataloging, 
200 books, either purchased or donated by friends, 
as well as seven traveling libraries loaned by 
McGill University and two magazines we had sub- 
scribed for. 

3ut this was only a beginning. The members 
of the committee realized that reading matter was 
something the soldier patients could not be with- 
out. Books not on the shelves were asked for 
daily, some being books the boys had heard of in 
England or had begun reading on the steamer. 
So more books had to be added to the shelves. 
Before the close of 1917, 800 books were in this 
library. During the three and a half years this 
hospital was used by returned soldiers, a volun- 
tary worker was in the library each morning to 
lend books to patients able to come and choose 
them. On two afternoons of each week books 
were taken to patients in bed, on wooden trays 
made for the purpose. Writing material was also 
supplied to patients and stamps were sold at the 
librarian’s desk. 

The following month a second hospital was 
opened and a library of 600 books was immedi- 
ately established, with voluntary workers present 
twice a week to distribute books, all of which 
were signed for by borrowers. 


Modeled After McGill Library 


Some of the members of the library committee 
were librarians at McGill University. To those of 
the committee and voluntary staff who had not 
then taken any course at the library school or 
even done much, if any, work in libraries, lectures 
were given, so that all books in our hospital li- 
braries were catalogued in a modified form of the 
system used at McGill University Library. The 
necessary information was entered in the acces- 
sion book and two cards were made, one for the 
pocket pasted in the back of the book and the 
other for the catalogue trays. Books were classi- 
fied simply as fiction, nonfiction or linguistic. 
This has been the system used in all our hospital 
libraries, with here and there slight changes made 
to meet difficulties or advancement in work. 

Before the first year of work had passed, we 
had established in the wards given over to the 
military authorities by two large civilian hospi- 
tals, libraries of about 400 books, with biweekly 
visits of voluntary librarians. The need of a 
library in every hospital was greatly impressed 
upon the workers in these libraries by the disap- 


THE MODERN HOSPITAL 75 


pointment of civilian patients who were denied 
the much desired reading matter. This fact 
later influenced our decision to continue the li- 
brary work for the benefit of civilian patients. 

To accommodate soldiers who had _ passed 
months or even years of suffering as the result 
of terrible experiences in France, and for whom 
there was little hope of recovery, four small 
branch hospitals were opened and small libraries 
established by us in these. Books in each of these 
hospitals were given out at any time by the ma- 
tron, but a weekly visit was made by a member 
of the committee to see that books were the kind 
wanted and also that magazines subscribed for 
were in circulation. 


Room Furnished by Library Committee 


The library in which all our work for soldier 
patients is now concentrated was established in 
January, 1919, in the hospital at Ste. Anne de 
Bellevue, about twenty miles from Montreal. 
Books were at first placed in cupboards in the 
dining room but within a short time a large 
bright room was made ready for the library. 
This room was furnished by the library commit- 
tee, the hospital authorities supplying, as in other 
places, the necessary shelves. 

In this library, now, at any hour of the day may 
be seen many soldier patients, some choosing their 
reading matter from the 5,236 books on the 
shelves, others seated around a large table on 
which are, in regular covers, the latest number of 
the fifteen magazines for which we subscribe. The 
librarian is at her desk from nine to five o’clock to 
help the men choose their books or to have a 
cheery chat with them, the walk from the ward 
to the library being for many of the soldier pa- 
tients their only excitement for the day. Doctors, 
nurses, Officials of the hospital are continually 
coming in for their books, since members of the 
staff have always had the use of this library. 


Books Distributed Twice Weekly 


Of the 415 patients at present in this hospital 
many are confined to bed. To these patients books 
are taken twice a week. To some of the more 
serious mental cases English illustrated maga- 
zines are taken. 

In the two wards occupied by tuberculous pa- 
tients, whom we supplied with books and maga- 
zines when they were in the Ste. Agathe Sana- 
torium, are placed duplicate volumes from the 
main library or books specially bought for these 
soldier patients. Not only is fiction distributed 
but also vocational literature that will be helpful 
to the patients in earning a livelihood when they 
are discharged. About a thousand books are kept 
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here but there is no signing for books borrowed. 
On this account, and because of the wards for 
serious mental cases, the circulation in this hos- 
pital library is not what it used to be, which was 
an average of 110 books daily. Last year, but 
6,615 books were given out. 

The books wanted by the soldier patients are as 
a rule either adventure, western or detective 
stories. Every new book by Zane Grey, Raine, 
Oppenheim and Packard has to be bought and 
many old worn-out copies have to be replaced. 
Books of travel and biographies, especially with 
a touch of adventure, are being read more than 
ever. Recently the third copy of “With Lawrence 
in Arabia” had to be put on the shelves, to be a 
rival in popularity with “Count Luckner,” Lud- 
wig’s “Napoleon,” “Disraeli,” by Maurois, the 
works of Ossendowski and many others. These 
men are often patients in this hospital for a 
lengthy period so books giving information on 
work as well as play are bought. 


Librarian Paid by Government 


When establishing the library here the com- 
mittee realized the impossibility of volunteer 
workers’ going out to Ste. Anne’s each day and 
arrangements were made for a librarian to be 
paid by the government at Ottawa. We have been 
most fortunate in having the same person in 
charge since 1919. Although the librarian is paid 
by the government, the library is owned and 
financed by the McGill Alumnae Society and man- 
aged by the library committee, which receives an 
annual grant from the society for books, maga- 
zines and supplies. 

Our many attempts to obtain an annual grant 
from the government have been unsuccessful al- 
though they have given us a bonus more than 
once. When threats have been made to close the 
library, the upheavals among the patients, as well 
as the staff, have made us decide to raise the nec- 
essary money to continue the work. A letter 
received a short time ago from the superintendent 
made us determined to carry on our “war” work. 
He said: “Words cannot express the gratitude of 
the patients and staff for the work you are car- 
rying on. I personally derive much benefit from 
a short visit to the library and also from the 
excellent reading matter that one can obtain 
there. The atmosphere created through the li- 
brarian is most beneficial to the patients and staff 
of the institution and it is our sincere hope that 
the McGill alumnae will carry on for many years 
to come.” 

The other library being managed by us at 
present is in a civilian hospital. In October, 
1920, the first military hospital was closed. Here 
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we had a library of 1,500 books, well catalogued 
and in good condition. The committee decided 
that it should be given to some institution where 
a room large enough was available, where a staied 
sum of money would be guaranteed by the hospi- 
tal authorities to be spent on new books each year 
and where it would benefit the greatest number of 
people. After many interviews and much discus- 
sion it was decided that the library shou'd be 
given to the Royal Victoria Hospital. 


Volunteer Staff Conducts Library 


When donating the library we made the offer 
of a volunteer staff to conduct the work for two 
months, the idea being to demonstrate our system 
to a paid librarian whom it was thought the hos- 
pital authorities would want. But we are still 
carrying on the work and have now entered the 
eighth year. One of the last wishes expressed by 
the late superintendent was that the library would 
always be conducted by an organized voluntary 
staff. He considered that different workers com- 
ing caci day of the week came with fresh en- 
thusiasm and cheer, which was radiated to the 
patients. This same feeling has often been shown 
by patients. “I consider the worker from your 
library who visits me twice a week my ray of 
sunshine and hope,” was the remark of one pa- 
tient upon making a donation to the library re- 
cently. 

Many times as the books are taken to the bed- 
side one of two remarks is heard: “I can’t afford 
it,” is met by the answer: “There is no charge for 
borrowing these books.” “I’m too sick to read,” 
is met by Oppenheim, Zane Grey or Packard for 
a man, and Montgomery or Dell for a woman. In 
90 per cent of the cases a book is signed for and 
left by the librarian. When the other visit is 
made that week nearly always another book is 
wanted, perhaps two. The fact that the same 
workers visit the same wards each week for the 
entire year makes it possible for cases to be stu- 
died and any advancement in the standard or the 
amount of reading of the patients noted. 


Schedule Followed 


In September a regular schedule is made and 
two persons are made responsible for each day 0! 
the week in the main library, and two for Tues- 
day and Friday in the branch library opened in 
the new pavilion, the maternity and women’s 
clinics of the hospital, in November, 1928. On 
Monday and Thursday all wards of the medica! 
wing are visited, on Tuesday and Friday, the sur- 
gical and on Wednesday and Saturday, the Ross 
Pavilion for private patients. 

If any worker is not able to be on duty on her 
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day she is expected to make arrangements for a 
substitute. Besides the visiting of wards on their 
set days, twice a month two workers must be in 
the library looking over the books on the shelves. 
j devote from four to five hours daily to the su- 
pervising of all work, interviewing of officials, 
buying of books and other duties. 

Our staff of seventeen regular volunteer 
workers and four or five substitutes is not limited 
to graduates of McGill University as it was when 
the work was organized. Many are university 
graduates and all are well educated, but the im- 
portant point considered when workers are being 
selected is whether they are interested in books as 
well as in people, especially those who are ill. 

In making the schedule, great care is taken to 
place together two persons who are congenial, be- 
cause it is not altogether knowledge but coopera- 
tion that brings forth quality as well as quantity 
of work. 

The library is considered a regular department 
of this hospital and the volunteer workers are 
members of the staff. I had been told this many 
times by officials, doctors and nurses but the fact 
was impressed upon me this Fall when I met 
with an accident. X-rays were taken at the hos- 
pital, and everything possible was done for me. 
After my recovery a month later, I went to the 
main office to pay the bill. The person in charge 
said I owed nothing. I looked at him in amaze- 
ment saying, “But I was not a public patient.” 
“No,” he said, “but you are one of the staff.” 


Paid Librarian Employed in Summer 


In order to allow the members of the commit- 
tee and the volunteer workers to enjoy a holiday 
and also to relieve the doctors and nurses as well 
as the patients of any fear of the library’s being 
closed for even a day, we have had a paid worker 
during the months of July, August and half of 
September for the past two years. The choosing 
of this temporary librarian as well as the decision 
as to the salary to be paid is left entirely to the 
library committee of the McGill Alumnae Society. 
For the first year we raised the money but now 
the hospital officials give us the $200 with which 
the treasurer of the library committee pays our 
librarian for the summer. 

To take the books from the library to the wards 
we have a wagon that holds about 150 books, as 
well as magazines. A box is on top for the cards 
signed by borrowers. When the two workers ar- 
rive each morning at ten o’clock the doors of the 
shelves are unlocked and books to meet all de- 
mands placed on the wagon. From the 3,219 
books at present on the shelves we strive to give 
the right book to the right person. More than 
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half of these books are fiction. All standard 
works are included and we have hundreds of 
books for boys and girls. We have a well filled 
large cupboard for nonfiction and books in eleven 
foreign languages. Montreal is a city through 
which many immigrants pass and these foreign 
books are used to a great extent. 

Recently a nurse in charge of one of the men’s 
wards came into the library and asked me to make 
a special visit to a young Polish boy who had 
been brought into the hospital that night after 
trying to commit suicide. The smiles and grati- 
tude expressed not only by the boy but also by the 
guard policeman seated beside his bed when I of- 
fered him books in his native language were for 
me a far greater reward than money for the work 
done. 


Library Also Serves Staff 


The wagon was taken every day in 1927, except 
Christmas, New Year’s Day and Sundays, to some 
of the 650 beds. Only patients are allowed to bor- 
row books from the wagon. Others must get them 
directly from the library, a large, bright room in 
the central part of the building. For others than 
patients a borrower’s card, with name, outside 
address and position in hospital is kept on file and 
on it are registered all books borrowed. Books 
loaned to these persons may be kept fourteen 
days, but for them there is a fine of two cents a 
day for overdue books. During the past year 
more than twenty dollars was collected for fines. 
This money was spent on new books. 

I must say in passing that we do have some 
trouble with doctors and nurses. I know from 
interviews with librarians that this is universal. 
But this difficulty is being gradually overcome 
through the cooperation of all members of the 
hospital staff. 


How Patients Return Books 


In our circulation last year of 23,114 books only 
137 were lost. Of great help in reducing the 
number of lost or overdue books are the boxes for 
returned books placed in every ward of the hospi- 
tal as well as in the library. These boxes have 
the appearance of tables but in them is a chute 
into which books may be dropped. These can be 
unlocked only by members of the volunteer library 
staff. At the back of the chute is a spring cover- 
ing to prevent books from being removed. The 
patient when leaving the hospital has a designated 
place to deposit a library book and thus the diffi- 
culty of passing of books through many hands 
before being returned to the library has been met. 

We realize the opportunities given us daily in 
these hospital libraries, not only to take the pa- 
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tient’s thoughts from suffering and trouble but in 
many cases where the patient has never before 
had time or opportunity to read, the road to the 
love of good literature may be opened. For this 
reason during the past year the books for boys 
and girls have received special attention. Many 
books have been discarded and the bonus of fifty 
dollars given by the McGill Alumnae Society to 
the Royal Victoria Hospital, was spent on new 
books for children so that all books now on the 
shelves are approved of by the children’s section 
of the American Library Association. We do 
spend more than the $300 granted us annually by 
the hospitals for books. In the past year 629 
books were added to the shelves which could not 
have been added except for the many donations of 
money and books. 

The nonfiction, which is being read more and 
more every day, is at present being classified and 
a list of books to be bought is being carefully pre- 
pared by members of the committee. In many 
cases duplicate copies will be bought. The com- 
mittee is considering adding some of the “Read- 
ing With a Purpose” series to these shelves. 


Volunteer Workers Report on Books 


The best way to induce a person to read a book 
is to tell him how much you have enjoyed it your- 
self. You may offer him ten books but if the 
librarian has read one of them that one is nearly 
always the book borrowed. For this reason we 
plan soon to have a monthly meeting of the volun- 
teer workers in the hospital libraries, when each 
person will report upon a book of the higher type 
of literature she has read during the month. In 
this way all the workers will become familiar 
with some of the splendid books being published 
and will then persuade the persons in the hospital 
to share the joy of reading them. 

The fact that a library in the hospital is helping 
not only patients but also doctors and nurses is 
impressed upon us daily. When a docter was 
asked the other day if the giving out of books in 
the ward would disturb his examination of some 
patient he answered, “I would willingly retire in 
order to allow that wagon of joy to enter the 
ward.” 

One of the heads of the training school for 
nurses in expressing her feelings towards the li- 
brary recently said that the happy and restful 
condition of the patients who were reading inter- 
esting books, was noticed each day when the tour 
of the wards was made, but more important to 
her was the changed condition of the nurses when 
coming off duty. Not being tired and discour- 
aged, they were able to absorb to a greater 
advantage the lectures given. 
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London Models Physical Treatment 
Clinic Along German Lines 


What appears to be a departure from the usual method 
of treating incipient, subacute and chronic diseases, par- 
ticularly rheumatic diseases, is to be tried in a new clinic 
for physical treatment in London, according to the Prince 
Alfred Hospital Gazette. The new clinic is to be con- 
ducted with the cooperation of the voluntary hospitals 
and the British spas, and is to be modeled along the 
lines of clinics already existing in Germany. 

According to _ statistics 370,000 persons in Great 
Britain yearly seek relief for rheumatic diseases under the 
national health insurance act, and many thousands of 
these persons are in London. The new clinic will attempt 
by a systematic combined use of physical remedies on a 
large scale to treat subacute and chronic forms of rheu- 
matism and to prevent the development of mechanical 
disabilities; to alleviate conditions that cannot be cured 
and to restore to as great an extent as possible the pa- 
tient’s working capacity; to carry on systematic investi- 
gations. 

The treatment planned will include two or more of the 
following methods applied at each visit, which will be 
made twice or three times weekly over a two to four- 
week period: 

Heat and cold and movement, which includes water, 
vapor and hot air, locally and generally applied; manipu- 
lation and exercises, alone or in combination with heat, 
by the hand or by douches or whirling water; radiation, 
such as heat, light and invisible rays—the ultraviolet or 
infra-red—from are or mercury vapor or other lamps; 
electricity—constant current to resolve exudation and 
promote nutrition, interrupted current to cause movement 
of the muscle fibers, and high-frequency current to raise 
the temperature of deep seated parts. 





Brief, Enthusiastic Drive Raises 
$176,000 for Hospital 


A financial campaign to free the Benedictine Hospital, 
Kingston, N. Y., from debt, which had been brought on 
by the wide range of its voluntary service, resulted in the 
raising of more than $176,000 in a short, enthusiastic 
drive in Kingston and Ulster County. The amount raised 
was $16,000 more than was needed to clear the hospital 
from debt, and it is a noteworthy fact that it was the 
number of small contributions, ranging from $10 to $100, 
that made the campaign a success. 

The leading clergymen of Kingston, Protestant and 
Jewish as well as Catholic, accepted places on the spon- 
soring committee and were active throughout the cam- 
paign which was conducted by the Very Rev. Joseph 
B. Scully, pastor of St. Mary’s Parish, and president of 
the hospital, and the Hon. Philip Elting, Collector of the 
Port of New York, and an eminent citizen of Ulster 
County. 

The actual canvassing was done by an army of 650 
workers and during the drive not one dollar of the char- 
ity money was spent for luncheons and dinners or other 
get-together affairs for the workers. 

The only subscription of more than $2,500 was one for 
$10,000 from His Eminence Cardinal Hayes, New York, 
who sent it as a direct tribute to the splendid work the 
Benedictine Hospital is doing in Kingston and Ulster 
County. 
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THE MODERN HOSPITAL 


Minimizing the Fire Hazards of 
X-Ray Films 


By R. D. HOBBS 


Western Actuarial Bureau, Chicago 


has introduced a fire hazard that is more or 

less recognized, although in many instances 
little serious thought has been given tc the neces- 
sity for safeguarding the handling and storage 
of films so as to prevent a fire cndangering life 
and property. 

The fire last Spring in the Memoria! Hospital, 
Albany, N. Y., forcibly illustrates the necessity 
for hospital authorities giving serious considera- 
tion to the manner in which x-ray films are han- 
dled. The following description of this fire is 
taken from the July, 1928, Quarterly of the Na- 
tional Fire Protection Association: 

“On Saturday, March 17, 1928, at about 4:30 
p.m., a fire was discovered in the Memorial Hos- 
pital, Albany, N. Y. It occurred in a small room 
on the first floor used for the storage of films 
and x-ray equipment. In this room, on wooden 
shelves around both sides and above the entrance, 
were stored exposed films packed in ordinary 
cardboard boxes. 

“The cause of the fire is undetermined, al- 
though a thorough investigation has been made 
by several authorities. No one, according to the 
best information available, had visited the room 
within half an hour of the time of the discovery of 
the fire, and the last employee to visit the room 
declares emphatically that he was not smoking 
and that everything appeared to be in order when 
he left. 


[nas increasing use of x-ray films in hospitals 


Fumes Permeate the Building 


“Efforts were made by the employees to fight 
the fire but they were unsuccessful, and fumes 
from the burning films forced their retreat. In 
leavirg the fire the employees in their haste and 
excitement failed to close the doors between the 
corridor leading from the film room and the main 
hallway, in which are the open stairs leading di- 
rectly to the upper floors. This allowed the smoke 
and fumes to permeate the building. 

“By this time the nurses had removed the pa- 
tients on the affected floors, by the fire escape on 
the south end of the building and by the elevator, 
which was kept in operation practically through- 


out the period of the fire. Several patients re- 
fused to be moved and in such cases the doors 
were kept closed and the windows opened, with 
the result that the effect from the gas was almost 
negligible. 

“Considerable excitement existed. Many patients 
were taken from the building by firemen by means 
of extension ladders, and two persons, a mater- 
nity patient on the fifth floor and a student nurse 
on the fourth floor jumped to life nets below. 
Neither of them suffered any serious injury. The 
nurses in the maternity ward removed five in- 
fants and two mothers to safety by means of the 
fire escape. They endeavored to go back for the 
other mothers but were not permitted to do so. 


Proper Precautions Would Reduce Damage 


“Because of the fire resistive character of the 
building, the fire itself was confined to the room 
where it originated, and all the damage was 
caused by the smoke and gas. Had the door been 
self-closing, had automatic sprinklers been pro- 
vided and had there been a proper vent to the 
outside of the building as provided by National 
Fire Prevention Association regulations, it is 
probable that the entire loss would have been con- 
fined to this room.” 

Here was a building of fire resistive construc- 
tion with the films stored in a separate fireproof 
room, yet in some unknown manner the films be- 
came ignited and the heat and fumes prevented 
the use of the chemical extinguishers and fire 
hose. Aside from the destruction of the films the 
actual property damage was small, but the smoke 
and fumes spread through the entire building. 
All this might have been prevented had the nec- 
essary precautions been taken. 

The x-ray films commonly in use are made of 
a base termed “the skin,” which is a nitrocelluloid 
made of cotton treated with nitric and sulphuric 
acid. These make a plastic mass, highly inflam- 
mable and similar to gun cotton. This is spread 
upon polished surfaces and cut to the desired size, 
forming a film which when coated with a nitrate 
of silver solution is ready for the picture. Tests 
on a one-foot length of film have indicated that 












if ignited it will be entirely consumed in twelve 
seconds. A similar quantity of ordinary pulp 
paper would be consumed in thirty-five seconds, 
while rag paper would be consumed in forty-five 
seconds. Furthermore, in burning, the films give 
off a highly flammable and explosive gas. 

The exposed film, or negative as it is called by 
the trade, constitutes a hazard depending upon the 
quantity stored and the manner of its storing. 
It has the same susceptibility to quick ignition 
and spread that other nitrocelluloid products have 
and it will decompose with evolution of dangerous 
gases at a relatively low temperature. To preserve 
the negatives it is the usual practice to keep them 
in envelopes of heavy Manila paper or to place 
them in the original carton or shipping box. The 
insulation thus provided considerably retards the 
rate of combustion. If heated sufficiently to start 
decomposition the usual dense fumes are given 
off, but the insulation provided by the heavier 
paper or cardboard prevents the building up of 
a high enough temperature to ignite these gases. 
It is obvious therefore that safe storage can be 
obtained for films of this character if relatively 
small quantities are kept in properly vented cabi- 
nets. 





















Hospitals Alive to Film Hazards 


That there is a hazard in the storage and use 
of x-ray films seems to be fairly well recognized 
by hospital authorities because recent inspection 
of many hospitals shows that some effort has been 
made in each instance to provide a means of tak- 
ing care of the films. A recent inspection in a 
large city revealed two rather extreme instances 
of the efforts made to guard against this danger. 
In one case the x-ray department is on the top 
floor of a comparatively new fireproof unit, which 
is equipped with automatic sprinklers. The lab- 
oratory being on the top story, it was found con- 
venient to place the film storage vault on the roof 
of the building. This was constructed with a 
concrete floor and roof and walls of 12-inch brick, 
a wire glass skylight, a ventilator, vaporproof 
electric light globes, fire extinguishers and a self- 
closing tin-clad door. The films are filed in Manila 
envelopes on metal racks. 

Let us consider what was found in another hos- 
pital. In a large office opening directly on to a 
main corridor of the main building, with wards 
on either side, approximately 300 pounds of films 
forming the current or running file are filed in 
Manila envelopes on a wooden rack. This rack 
is within a few feet of chairs arranged for pa- 
tients and others, the room apparently being used 
as a waiting room. Films were littered along 
the table in this room, awaiting filing. 
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Across the corridor and in a small room with 
an ordinary wooden door, new films are kept in 
the original packages. This storage room is an 
interior closet not easy of access and is lighted by 
a drop light from which four or five acditiona! 
lines are taken. The fixture is grossly overloaded 
and the wiring is in bad condition. The main 
storage room for the films, occupying 450 cubic 
feet, is on the main corridor, near the elevator, 
and is separated by a heavy wooden door, not self- 
closing but normally kept closed. No ventilation 
is provided although there is a window which is 
kept closed. The ceiling and floor of the vault 
are concrete and the walls are brick. Approxi- 
mately 3,000 pounds of films are stored in this 
vault, the negatives being filed in cardboard 
boxes, each box containing from five to twenty 
negatives. The boxes are arranged on wooden 
racks. A radiator on the floor is in close prox- 
imity to the film racks. 

Here we have the two extremes, one where 
every possible precaution has been taken to safe- 
guard life and property and the other represent- 
ing a real hazard to both life and property. The 
radiator and the poor electric wiring are obvious 
hazards, and the large quantity of films on wooden 
racks in a poorly ventilated room on the main 
corridor, near the elevator, affords every oppor- 
tunity for trouble. 

In some instances old films were found in or- 
dinary storerooms with other combustible mate- 
rials, in the basement communicating directly 
with the hospital. In other cases films were found 
in well constructed fireproof rooms but without 
adequate ventilation. 


Problem Is Threefold 


There are three problems in connection with 
the use of x-ray films in hospitals—the main file, 
the new films and the current file. As a general 
rule the current file is kept in an office, the new 
films in either the dark room or the x-ray room 
and the main file in a separate room. Each of 
these three situations presents a different hazard. 

Unexposed films should be stored in metal boxes 
or cans (constructed of lead or lead-lined) on 
shelves two feet above the floor, or in approved 
double wall cabinets, vented to the outside air. 
The amount of unexposed films in standard con- 
tainers kept outside of standard vaults should 
not exceed fifty pounds. 

In some of our larger cities it has been found 
that the current or running file consists of from 
500 to 3,500 films. In some instances the films 
are filed in ordinary filing cases in the main office, 
while in other instances they are kept in 4a fire- 
proof vault with the main storage. When the 







in 
so 
en 


W 


pa 
in: 


th 








vith 
t in 
; an 
l by 
nal 
ded 
lain 
ibic 
tor, 
elf- 
‘ion 
1 is 
ult 
)Xi- 
this 
ard 
nty 
Jen 
Ox- 


ere 
fe- 
nt- 
"he 
us 
len 
ain 
Or- 


or- 
te- 
tly 
nd 
ut 


n- 
Id 








November, 1928 


current file is kept outside a fireproof vault the 
number of films should be kept to a minimum 
and transferred to the main storage vault as rap- 
idly as conditions will permit. 

There is another and easier way to control this 
situation, although an inspection of hospitals in- 
dicates that it has not met with popular favor. 
There is a so-called noninflammable film, made 
by treating cotton with acetic anhydrid and acetic 
acid, and producing the same result physically 
but with the danger removed. The coating is 
similar to the other and it is used in the same 
way. The price of acetic anhydrid makes the film 
a little more expensive. The noninflammable film 
is not unburnable as the name implies, but it is 
as safe as paper and rags, if not more so, for al- 
though its point of ignition may be a little lower 
than the others its rate of burning is less and 
therefore the spread of the flame is slower with- 
out the production of dangerous gases. It is un- 
necessary to require any storage conditions for 
celluloid acetate films, therefore this offers an 
easy solution to the entire problem when a hos- 
pital uses only one style of film. 

The chief objectior: to the use of the s!ow burn- 
ing film is that it has a tendency to roll and is not 
so easily filed. Thus property and lives may be 
endangered to facilitate handling and filing. 

In the following rules and standards reference 
will be made to films in pounds, and the accom- 





No. of Negatives Size Approximate Weight | 





1000 14x17 in. 118 lbs. 
1000 12x14 in. 100 lbs. 
1000 10x12 in. 60 Ibs. 
1000 8x10 in. 40 lbs. 


panying table may be used as a guide in cumput- 
ing the weight of films. 

When over 250 pounds of films are stored they 
should be kept in a standard fireproof film vault 
constructed as follows: 

1. A film vault shall not exceed 750 cubic feet 
in actual storage capacity, including aisles. The 
floor and walls of every such vault shall be of 
brick at least eight inches thick or of reinforced 
concrete at least six inches thick. The roof shall 
be of reinforced concrete at least six inches thick. 
Walls, ceilings and floors of existing buildings 
that conform to these requirements may serve as 
wall, roof or floor of such a vault, provided the 
other protective barrier or barriers composing 
the vault are rigidly tied into them and the in- 
terior vault space is limited in each case to 750 
cubic feet. 

2. A fire door shall be provided on each face of 
the wall to door openings leading into such vaults. 
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Such doors shall be of an approved type, that is, 
bearing the label of the Underwriters’ Laborator- 
ies. The interior door shall be made to close auto- 
matically. The outer door shall be of the swing- 
ing type and shall be made to close into a jamb so 
as to prevent the passage of flame around the 
edges. It shall be self-closing and so arranged 
as to close automatically in case of fire originat- 
ing inside or outside the vault at such times as 
it may be temporarily fastened open. 

3. No skylights shall be permitted. 

4. Slatted shelves shall be divided vertically 
at intervals not exceeding 10 feet. Backs and 
divisions shall be preferably of incombustible ma- 
terial, or of 7%-inch tongued and grooved boards, 
or their equivalent in resistance to heat and gases. 
Slats shall be not over 4 inches wide and spaced 
at least one inch apart. Aisle space shall be at 
least 3 feet wide. Height of racks shall be not 
over 8 feet and in no case shall stock be stored 
higher than 2 feet below sprinkler deflectors. 

5. Each storage room shall be equipped with 
automatic sprinklers, arranged according to the 
sprinkler regulations insofar as applicable. A 
sprinkler head shall be installed in the center of 
the aisle opposite each section. The area to be 
covered by each sprinkler head shall not exceed 
64 square feet of floor area. 

A room so located on the roof as not to endan- 
ger other parts of the building requires automatic 
sprinklers only when salvage of the contents is 
desired or when there is probability of panic 
from the fumes. 

6. An adequate vent to the outer air shall be 
provided. The area of the vent shall be equal to 
a clear opening of at least one-half square inch 
per cubic foot of room. Such vent may be pro- 
vided by installing approved heat-releasing de- 
vices on the windows, preferably on the upper 
sash, arranged to open windows automatically in 
case of fire. 

7. Heating should preferably be by hot water. 
When steam heating is used, only low pressure 
steam shall be permitted. Radiators or coils shall 
be on the ceiling or shall be adequately screened, 
and pipe lines shall be protected and screened. 


General Rules and Cautions 


1. A metal can having a self-closing spring 
hinged cover and approved by the Underwriters’ 
Laboratories should be provided for all waste 
negatives and film scrap, and at no time should 
these be permitted to accumulate and lie around 
on tables, benches or floor. 

2. Stocks of unexposed films should be kept 
at a minimum. Only a limited supply should be 
kept on hand at any one time. 
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3. In rooms where films are filed or handled 
there should be no flames or any other than stand- 
ard electrical fixtures. The use of portable lights 
on extension cords should be prohibited. All open 
lamp bulbs should be protected from breakage by 
suitable guards. An approved hand fire ex- 
tinguisher should be in each room where films 
are handled. Doors of dark rooms and of other 
rooms should be arranged so as to make egress 
easy. 

4. Film negatives should be filed as soon as 
possible in heavy Manila envelopes, either singly 
or by case. These should be conveniently ar- 
ranged so that from time to time useless nega- 
tives may be weeded out. 

5. Film illuminators shall be so designed that 
the diffusing glass is not hot to the touch and 
there shall be no unnecessary display of film 
negatives in lighted illuminators. Negatives set 
up for viewing shall be confined to those actually 
being inspected. 

6. Smoking shall be prohibited in rooms where 
films are stored, in developing rooms and in sim- 
ilar workrooms. “No Smoking” signs shall be 
posted in prominent places. 

7. No films shall be stored within two feet of 
steam pipes, radiators, chimneys or other sources 
of heat. 


Fireproof Cabinet Holds Current File 


When it is not possible or practicable to have 
a storage vault or when it is necessary to have 
a large current or running file, such films may be 
safely stored in an approved fire resistive cabinet 
constructed as follows: 

No cabinet shall exceed thirty cubic feet in 
capacity. 

Cabinets shall be of approved insulated con- 
struction. 

Cabinets having a capacity in excess of 200 
pounds of films shall be divided into at least two 
distinct compartments; each comparement pro- 
vided with an independent door and vent. The 
separating partitions should be practically air- 
tight and should be of substantial construction, 
equivalent to the sides. 

Cabinets holding over 100 pounds of films shall 
be equipped with at least.one automatic sprinkler 
in each compartment unless each compartment 
holds less than thirty pounds of films, and the con- 
struction is such that fire will not extend from 
one compartment to another. 

Each compartment shall be provided with a 
vent to the outside air. The vent shall have a 
cross sectional area of at least one square inch 
per cubic foot of capacity of the cabinet and shall 
be kept clear at all times. 
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How Clinics May Teach the Lesson 
of Good Ventilation 


Fresh air fiends, those persons so-called because they 
insist on having every window in the house open both 
winter and summer regardless of outside conditions and 
temperatures, are meeting serious opposition on the part 
of the newer ventilation experts who point out that it is 
the coolness of the air, rather than the quantity, that 
counts in good health. 

Ventilation is concerned chiefly with the skin rather 
than with the lungs, and pure air circulating around the 
body at a degree of 68 degrees F., or a little below is best 
for health in the opinion of Dr. Thomas D. Wood and 
Ethel M. Hendriksen who set forth their views in an 
article, “What the Clinic Should Teach About Ventila- 
tion,” in the American Journal of Nursing. 

Clinics should set an example in good ventilation for 
their patients and inspire a desire for fresh air, the 
article emphasizes, at the same time advising the public 
health nurse how best to teach the lesson of good ven- 
tilation on her visits to the home. 

Some of the points stressed in the article are: 

Windows should never be opened so as to cause a draft. 
An exhaust duct in the wall opposite the windows should 
provide for a gentle motion of the air even when the 
window is slightly open, and it is the gentle motion of the 
air that prevents the overheating of the body. 

Heat should be turned off or checked before the tem- 
perature of the room reaches 68 degrees F., and children 
particularly should be kept out of rooms with temperature 
over this. 

For the sleeping room a temperature of 50 degrees F., 
is suitable in winter, and it is not necessary to open 
all the windows to get the right amount of fresh air. 
The nearness of the bed to the windows, rather than the 
number of windows open, is the important consideration. 
Usually slight window openings will be required in 
climates where the temperature does not go below zero. 
In the summer of course as much outside air as can 
be secured is beneficial. 

Always avoid overheating, because it is overheating 
that destroys the freshness of the air. 





Find a Good Architect—Then 
Cooperate With Him 


Hospital planning and designing is a practice that can- 
not easily be picked up by any commercial architect but 
requires study, research and experience, according to 
William A. Pite, architect, Kings College Hospital, Lon- 
don, England. For this reason it is essential that hospital 
authorities contemplating building should consult with 
acknowledged authorities before proceeding with any defi- 
nite plans. 

During the course of construction it is also important 
that the hospital superintendent, the chairman of the 
building committee and the members of the staff be in 
close cooperation with the architect. If this is done delay 
will not be caused if changes are necessary in the plans 
or methods of construction. Many times errors in judg- 
ment occur when the plans are drawn up, and if the hos- 
pital staff maintains close contact with the architect it 
will be possible to correct these errors during the course 
of construction. 
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Our Baby’s 
First 
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Seven Years 


“Our Baby’s First Seven Years” is one more 
evidence of the increasing thoughtfulness and se- 
rious consideration that now surround child rear- 
ing. 

For years mothers have kept baby books, eager- 
ly recording therein each added indication of the 
awakening consciousness of baby minds and the 
development of childish faculties. The lovely 
thoughts that hover around the beginnings of a 
new life and the joy and hope that it arouses have 
been translated into words by many a happy 
mother and transcribed in such books, along with 
a record of Baby’s first smile, his first word, his 
first step, his first tooth and similar significant 
milestones that to each mother seem epoch-mak- 
ing. Such a book is of a more or less sentimental 
value and its records largely concern the every- 
day happenings in the child’s early life. It is a 
book to which the mother can turn with loving re- 
membrance in later years. 

“Our Baby’s First Seven Years,” the attrac- 
tive publication recently issued for the Mother’s 
Aid of the Chicago Lying-in Hospital, is designed 
to be just such a happy memory book, but how 
much more. In it not sentiment but medical sci- 
ence and sound psychology have dictated the rec- 
ords that shall be made. 


*A baby record book, compiled by Hermien D. Nusbaum, with the 
aid of Dr. and Mrs. D. A. Horner and Dr. and Mrs. J. K. Calvin 
for the Mothers’ Aid of the Chicago Lying-in Hospital. The Buzza 
Company, Chicago, 1928 Price $2.50. 
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“Now we are six!” 
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The book is fascinatingly pretty. The illustra- 
tions by Ethel Schacherer are cleverly drawn and 
delicately colored and they portray with keen in- 
sight the varying stages of child life, from the 
slumbrous bundle of contentment that is Baby to 
the alert and imaginative youngster who creates 
his own entertainment. There are many pages 
here on which may be preserved photographs and 
mementoes of childhood and ample space is pro- 
vided for lists of books read, samples of early 
handwriting and mother’s notes. 

The outstanding feature of the book, however, 
is that probably for the first time in such a pub- 
lication, there are included scientific charts that 
will prove of practical service and value to mother 
and growing child. 

It is at all times realized that childhood is the 
logical place to give a person a good start on life’s 
journey. Some authorities believe that the build- 
ing up of character should be entirely a matter 
for the earlier years, that it should be completed 
by the age of six and that if proper habits have 
been acquired and right principles instilled dur- 
ing these formative years the course of the grown 
child and adult will be smoothed, for the term 
health has come to have broader meaning—it is 
the measure of a person’s adjustment to life. 

Surely if this is true a careful record should be 
kept of the gradual physical and spiritual devel- 
opment of the body and soul. Protecting the 
mind of childhood means watching the 


substitute for the intelligent common 
sense of a real home. Our ideas of 
training have become confused by the 
ever increasing amount of information 
concerning the object of this training. 
Religion struggles to make the child 
good, education to make him wise, med- 
ical science to give him a healthy body, 
and it is the mother’s supreme joy and 
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privilege to strive to make him 
DEVELOPMENT OF SELF-HELP _ | "bby and beloved. 

The aim of this book 

(Tell at what age the followmg take place: age given shows normal development) foster these ends and to simplify 
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ness and other conditions, which 
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of specialists, who invariably 

want a detailed history of the 

DRESSING patient’s physical condition as 

far as it can be supplied. Among 

é : the matters of importance from 
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medical examination, the awak- 
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ening of intelligence, muscula: 
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HANGING UP CLOTHES first two years, personal habits, 

development of self-help, devel- 

BRUSHING TEETH (rom 3 10 4 years) opment of character, likes and 

dislikes, preventive measures 

| against diseases, family tree, 

WASHING SELF (from 3 to 6 years) | outstanding talents and charac- 

| teristics of antecedents. 

If advantage is taken of the 
facilities for making compre- 
hensive records along these lines 
PERSONAL CARE | the book will eventually prove 
snscesstenantninesppermenteraneeniins _ — not only of great interest but 
Ie go Re Py eg Bog also of great value. The parent 
the development of self-help. The lower picture is taken who carefully fills out the blanks 
ake” gh yh Nn mal will be more than repaid at the 

completion of the seven years. 
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In the foreword to the book, Dr. Joseph B. 
DeLee says in part: “A record of all the phenom- 
ena which transpire during these years will have 
a value that grows with time and increases great- 
ly with the number of babies upon whom such 
observations are made. For example, a study of 
1000 baby books such as this, if filled out carefully, 
will give valuable information in every depart- 
ment of medicine, will guide the teacher, the phys- 
ical culturist, the eugenist, the statesman, in their 
broad efforts to improve their race, as well as the 
physician in the treatment of the individual case.” 

An added attractive feature of this book is the 
inclusion of the words and musical score of 
Brahms’ well known “Lullaby,” than which there 
is surely nothing lovelier in slumber music. 

The income derived from the sale of this book 
is subscribed to the Chicago Lying-in Hospital. 










Hospital Is the Largest Factor in 
Distributing Illness Costs 


The cost of illness in the United States amounts to 
nearly $16,000,000,000 a year, according to a study made 
by Dr. Homer Folks, secretary, State Charities Aid As- 
sociation, New York City. The study was incorporated 
in an address given before the International Conference 
of Social Work in Paris. 

The cost includes not only that of the actual illness it- 
self but the loss of future net earnings through death or 
disability. 

“The costs of sickness are borne by the sick people and 
their families,” Dr. Folks points out, “in harmony with 
the predominant system of individualism and of a mini- 
mum of governmental action, which is the prevailing so- 
cial policy in the United States. 

“Various institutions and methods of securing better 
care of the sick, especially hospitals, clinics and nursing 
agencies, have, incidentally, without express intent and 
somewhat as a by-product, resulted in some degree of 
distribution of certain of the costs of illness.” 

It is estimated that the cost of the services of the 149,- 
000 physicians listed in the directory of the American 
Medical Association approximate $745,000,000, an aver- 
age of $6.21 a person, or of $26.70 for each family yearly. 

Unqualified, unlicensed and nonmedical practitioners 
number about 20,000 and the cost of their service to pa- 
tients who patronize them is estimated at $120,000,000, 
an average of $1 per capita, or $4.30 for each family 
yearly. 

Dispensary care of the sick for general medical pur- 
poses amounts to about $2,233,823.55, or an average of 1.8 
cents a person or 7.8 cents a family. 

Hospital maintenance totals $404,501,572 a year, which 
represents a per capita cost annually of $3.37 or $14.49 
a family. 

Nursing care in patients’ homes amounts to $151,900,- 
000 a year—$1.27 a person or $5.86 a family.” 

The cost of medicines is $700,000,000 a year, a per 
capita cost of $5.83 which means a most of $24.08 a 
family. 

Dental care costs $285,000,000 a year or $2.37 a person 
totaling $10.19 a family. 
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The loss of earning power during illness is $1,245,000,- 
000. 

Expenditures for the prevention of illness approximate 
$76,290,000. 

Loss of future net earnings by death or disability is 
estimated at $12,000,000,000 a year. Reduced earnings 
due to chronic illness are placed at $2,000,000,000. 

Concerning hospitals Dr. Folks says: “Although modern 
hospitals are established apparently chiefly because of the 
difficulty of providing efficient treatment for the sick in 
their own homes, the hospital has become the largest fac- 
tor in distributing the direct costs of illness. The Amer- 
ican hospital from the financial point of view presents 
a complicated picture. Among hospitals there is wide 
variation from those in which the entire service is open 
to patients unable to pay to those in which only paying 
patients are received. Relatives and friends of patients 
in New York hospitals pay $20,750,000 for hospital care 
while $25,250,000 is paid by endowments, voluntary con- 
tributions and public taxation. State hospitals are in the 
main supported by public taxation. In estimating the 
distribution of costs of hospital care it is assumed that 
the same proportion of hospital income is received from 
paying patients in other states as in New York. Cost 
of medical care in dispensaries is also widely distributed 
as is the cost of nursing care. The entire item of public 
health is considered as distributed. There is little dis- 
tribution of cost among the other agencies giving medical! 
care, the expenses being borne by patients or their fam- 
ilies.” 

According to Dr. Folks, there is no satisfactory ex- 
planation of the fact that the various states recently 
have provided very extensively for the distribution of 
losses arising from accidents but have made no similar 
provision as to losses arising from illness. 





Advantages of Refreshment Counters 
in the Hospital 


Hospital lunch counters, serving refreshments to 
hospital visitors and to medical students and staff mem- 
bers at the lunch hour, would fill a long-felt want, accord- 
ing to an item in the Atlantic Medical Journal. Many 
institutions already provide tray service for hospital 
visitors, but the lunch counter would not only care for 
the visitors, but also for the patients awaiting their turn 
in the dispensaries, and would save time for the students 
and staff members in their trips to and from the hospital 
for their meals. 

This scheme is universally followed throughout Europe. 


The social service departments conduct the lunch counters 
and the profits go toward the social service work of the 
hospital. 


Combines the Duties of Librarian 
and Welfare Worker 


The duties of the personnel welfare worker in a state 
hospital were interestingly outlined in our October issue 
in the article entitled “How the Personnel Worker of a 
State Hospital Functions.” Bess Hinckley, who com 
bines the duties of welfare worker and librarian at the 
Danville State Hospital, Danville, Pa., was a joint con- 
tributor to this article with Dr. J. Allen Jackson, and it 
is regretted that her name was inadvertently omitted 
from the credit line when the article was published. 
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The Department of Anesthesia 


T IS a far cry from the crude chemical con- 
| cocted by Morton of Massachusetts and Long 

of Georgia so many years ago, to the refined 
product that is employed to-day to produce surgi- 
cal anesthesia. It is of more than historic in- 
terest to recall the dramatic details attending the 
first use of ether to produce surgical anesthesia. 

Those who came to the clinic of the Massa- 
chusetts General Hospital to jest literally re- 
mained to praise the giver of this boon to 
humanity. From a drug that was classed as a 
plaything and used to produce a hilarious semi- 
consciousness, modern science has developed a 
product so pure that its irritating properties are 
reduced to a minimum. Moreover, methods of 
administration have been so refined that it is rare 
indeed for deaths to occur purely as a result of 
the inhalation of any of the anesthetics now in 
use. 

Gas is administered by thousands of dentists 
with rarely an untoward incident attending. 
Ether and oxygen, chloroform and ethy! chloride 
are used in scores of cases without serious danger 
to the patient. To administer ether and oxygen 
a variety of machines approaching perfection in 
the efficiency and safety with which they can be 
manipulated, have been devised and are now ob- 
tainable for use in the hospital. 

The advance made in the use of loca! anes- 
thetics in the last half decade is noteworthy. 
Major operations, in which massive tissue inci- 
sion and excision are practiced, are performed by 
skilled operators without discomfort to the pa- 
tient. Nerve blocking, with the desensitization 
of the tissues supplied by a nerve trunk, is gain- 
ing in popularity. Cocaine with its recognized 
attendant dangers has been replaced by other 
drugs developed from it. Even cocaine itself has 
been refined to such a degree that in its anhydrous 
state it can in most cases be safely employed as a 
spinal anesthetic. Eucain, procain, novocain and 
stovain are used at times intraspinally and, with 
the exception of stovain, in the superficial tissues 
to produce anesthesia. 

So important and widespread has become the 
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administration of general and local anesthetics, 
that in many institutions a department of anes- 
thesia with an administrative head has been de- 
veloped with well defined duties and qualifications 
for its members. In too many institutions, how- 
ever, the administration of anesthetics is super- 
vised in a more or less slipshod way, and the in- 
struction of interns and nurses, as well as of 
physicians from without the hospital, receives but 
a modicum of attention. Indeed, it would seem 
that those institutions possessing a well developed 
and clearly recognized department of anesthesia 
are in the minority. 

This should not be so, for not only does a care- 
fully administered anesthetic forward the inter- 
ests of the patient insofar as the actual saving 
of his life is concerned, but it also prevents what 
to him is often the most disagreeable remem- 
brance of his hospital stay. There is no disputing 
the fact that the first stage of a poorly adminis- 
tered anesthetic is to the patient a nightmare, the 
remembrance of which he loses but slowly. The 
reduction of postoperative shock is closely asso- 
ciated with the exemplification of the art of ad- 
ministering ether, as well as with the proper 
handling of other factors that prevent actual 
damage to a more or less easily upset nervous 
system. 


Administrative Head Is Necessary 


Every hospital department, to be efficient, must 
have an administrative head. The department 
of anesthesia is no exception. The chief anes- 
thetist should be responsible for the proper ad- 
ministration of all general anesthetics, although 
in all probability, he will give but few of them 
himself. In some institutions, this individual is 
also skilled in the administration of local and 
spinal anesthetics. He should be responsible for 
the proper instruction of interns and resident 
physicians in the art and science of administer- 
ing ether, chloroform and ethyl chloride. 

Such instruction includes the explanation and 
demonstration of the gas and ether machine as 
well as of the apparatus employed for resuscita- 
tion. Nor should this instruction to interns be at 
all perfunctory. In institutions where a new 
group of interns is assigned at regular periods to 
the operating rooms, it should be his duty to de- 
liver one or more didactic lectures on the subject 
of anesthesia and to follow these talks with actual 
clinical demonstrations in the use of the various 
types of anesthesia and resuscitation apparatus 
employed in the hospital. He should make certain 
that each anesthetist is capable of administering 
an anesthetic safely, and should not permit any 
one of these young men or women to undertake 
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this work for the sake of gaining experience 
without feeling confident that he or she is capable 
of doing so. 

The relation of the chief anesthetist to the visit- 
ing staff is of interest and importance. The 
anesthetist is frequently given a full staff appoint- 
ment. He may or may not live within the insti- 
tution. He usually is a young physician who has 
had some special training in this work, who is 
practicing in the community, and hence, devoting 
but a part of his time to hospital work. During 
his absence from the hospital a nurse anesthetist 
often takes his place. He is responsible for the 
requisitioning of supplies for his department and 
for the care and upkeep of expensive and compli- 
cated anesthetizing apparatus. 

The relation of this officer to the operating su- 
pervisor must be clear-cut. She is not the supe- 
rior officer of the anesthetist. Lack of under- 
standing of this fact has sometimes produced 
friction between these two persons which incident- 
ally disturbed the peace and serenity of the clinic 
and actually reacted to the disadvantage of the 
patient. The accompanying graph shows the 
organization of most departments of anesthesia. 


Board of ,Trustees 
s 


Anes- 


C.A.—Chief 
thetist. 

B.C.D.—Ass’t Anes- 
thetists. 

S.— Surgeon. 
E.F.G. — Operating 
Team. 

Su- 


S.H.—Hospital 
perintendent. 
0.S.—Operating Su- 
pervisor. 
Immediate 
thority. 
------ Consultation or 
indirect authority. 
It will be noted that the chief anesthetist, 
whether or not he actually administers the anes- 
thetic himself, is in the last analysis responsible 
to the surgeon for the excellence or lack of it, of 
the anesthesia. Direct or solid lines of authority 
run from the chief anesthetist to interns, nurses 
and others who are permitted to administer ether 
or gas. The chief anesthetist is also, in certain 
matters, responsible to the superintendent of the 
hospital. But the surgeon is actually in charge 
and responsible for the welfare of the patient, 
and therefore, must have complete control over 
the acts of the anesthetist. While the anesthetist 
should consult the surgeon in regard to the type 
of anesthesia to be employed, he is also responsi- 
ble for furnishing to the surgeon any informa- 
tion he possesses in regard to special indications 
that might affect the selection of the anesthetic 
to be employed. 
The chief anesthetist is sometimes held respon- 
sible for the presence of a properly signed opera- 
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tion permit as well as for the presence, on the 
patient’s chart, of the results of the chest and 
urine examinations. In other institutions these 
duties are performed by the surgical intern or by 
the assistant of the operating surgeon. In any 
case, it should be the duty of the chief anesthetist 
to inform the surgeon concerning the absence of 
any data that might affect the chances of the 
patient for a speedy recovery. 


Chief Anesthetist Has Educational Duty 


It is necessary to have on duty at all times 
persons who are qualified to administer ether. 
In some institutions, the chief anesthetist certi- 
fies to the medical officer in charge the names of 
interns whom he deems so equipped. A schedule 
of hours on and off duty must also be arranged 
for this group. Sometimes where interns are 
not largely relied upon for the administration of 
ether, a paid nurse anesthetist assumes the re- 
sponsibility for night anesthetics. It is the duty 
of the chief anesthetist to furnish from time to 
time, to the medical officer in charge or perhaps 
to the operating room supervisor, a list of an- 
esthetists who are on call for routine and emer 
gency operations. 

The qualifications of the chief anesthetist de- 
serve some attention. The possession of an M.D. 
or an R.N. degree does not guarantee that the 
individual can administer a safe and smooth an- 
esthetic. A physician who professes specializa- 
tion in this branch of medicine should be expected 
to have had an unusual training for it. This is 
particularly true since the scope of this work has 
been broadened to include not only the adminis- 
tration of general anesthetics but also those in- 
jected locally and intra-spinally. 

Great differences of opinion exist among hos- 
pital administrators concerning the institution’s 
obligation in training interns in the handling of 
anesthetics. State boards of medical education 
and licensure in not a few states have come to 
recognize that the average hospital does not al- 
ways protect the life of its patients by the careful 
instruction of interns before they are allowed to 
give anesthetics. Not only is the instruction of 
interns in this branch necessary from an intra- 
hospital standpoint, but licensing boards ap- 
parently, and justly, feel that the hospital owes to 
the public an adequate training of the members 
of its intern staff in this subject. 

It has been intimated above that it is the duty 
of the chief anesthetist to undertake this educa- 
tional work, and it would appear that such a 
scheme is far more efficient than expecting mem- 
bers of the surgical staff to take their time to 
give didactic talks on this subject. There is no 


88 THE MODERN HOSPITAL 


doubt but that it is much simpler to hire trained 
anesthetists to administer ether than to under- 
take the instruction of interns in this work. On 
the other hand, since licensing boards require 
that hospital superintendents certify as to the 
scope of this training it becomes necessary for 
this instruction to be given. The hospital there- 
fore assumes a definite obligation to comply with 
this ruling in accepting interns for training. 
Whether members of the intern staff shall be 
permitted and required to give anesthetics only 
to ward patients, while paid nurse anesthetists 
administer ether to private patients, is a question 
to be settled by the individual hospital. What- 
ever scheme is adopted, there are bound to arise 
not a few practical questions that are extremely 
perplexing. 


Many Hospitals Teach Science of Anesthesia 


When a chief anesthetist discovers an intern 
who is temperamentally unfitted to administer an 
anesthetic, a nice problem arises. A death on 
the table has been known so to upset the nervous 
balance of an intern that he has found it difficult 
to reestablish his self-confidence. The chief an- 
esthetist must exercise the greatest of tact in the 
handling of such an individual, and must see that 
moral support is given the young doctor without 
visibly offending his dignity. At times, interns 
are found who do not relish the administration of 
ether and who try to evade this duty in every 
possible way. 

Others are inattentive, or else they spend too 
much time in watching the work of the surgeon 
and thus neglect the safety of their patient. Such 
an intern, if he is deliberate in his disregard of 
duty, should not be permitted to administer ether, 
and the lack of this experience should be com- 
municated to the state board before which he 
expects to appear for his examination for a li- 
cense to practice. There is another type of in- 
tern who is continually and persistently late for 
scheduled operations. He should be informed that 
unless he is present a definite number of minutes 
before the hour scheduled for the operation, he 
will not be permitted to gain this experience and 
hence will be unable to qualify for his license to 
practice medicine. 

Friction sometimes arises when a nurse an- 
esthetist is required to instruct male interns and 
is held responsible for their work in the absence 
of the chief anesthetist. Young physicians do not 
relish accepting advice from some women who 
lack both a medical degree and tact in carrying 
out the duties of their position. Indeed, this is 
one of the strongest arguments for the creation 
of the position of chief anesthetist and placing 
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in it a graduate of medicine of some years’ stand- 
ing. 

Insofar as the training of nurse anesthetists is 
concerned, it is heartening to know that many 
hospitals have established schools for the teach- 
ing of the art and science of anesthesia. This 
is not only of practical advantage to the surgical 
field but also injects a beneficial educational ele- 
ment in the work of the operating suite. The 
curricula of these schools in some instances have 
been well thought out, and a course varying from 
six months to a year in length is given. A 
diploma is commonly granted at the completion 
of this experience. 

The legality of the administration of dangerous 
drugs such as ether and chloroform by one who 
does not hold a medical degree has been ques- 
tioned on various occasions. It would seem that 
the surgeon is responsible for the welfare of his 
patient, and that the authority the anesthetist 
possesses is one simply delegated to her by the 
surgeon for the time. She is, at all times, sub- 
ject to his orders and direction, and is responsible 
to him and to him only for the welfare and safety 
of his patient. 

Since comment has been made as to the person 
or persons by whom an anesthetic should be ad- 
ministered, it now seems pertinent to make some 
statements in regard to the questions of where 
and how the anesthetic should be administered. 
The geography of the hospital will determine 
more or less the question as to where the anes- 
thetic should be given. Careful surgeons often 
insist that the patient shall be anesthetized in 
his own room, and that only when consciousness 
is lost is he to be moved to the operating suite. 
This is possible in some locations where the oper- 
ating room is adjacent to the private floors. 


Anesthetic Room Should Be Restful 


Most surgeons agree that the mere appearance 
of capped and gowned doctors and nurses, to- 
gether with the attendant noises and odors of the 
operating suite, produces a state of apprehension 
on the part of the patient that is not beneficial 
to him. In some clinics, the anesthetizing room 
is located outside the operating suite so that the 
patient never sees the personnel and equipment 
of the room in which he is to receive his surgical 
treatment. It is the grossest of mistakes, even 
if the day’s operating schedule is overcrowded, 
for more than one patient to be brought to the 
clinic before the operating team is ready to begin 
its work. An arrangement whereby a patient can 
reach the anesthetizing room without traversing 
corridors leading into a busy clinic is a good one. 

Some anesthetizing rooms are so constructed 
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that their walls are soundproof, the paint and 
window hangings restful, and the whole atmos- 
phere of the room predisposing to quietude. 
Flowers, music and a pleasing personality in the 
anesthetist are but a part of a scheme to reduce 
the surgical shock and to hasten the postoperative 


recovery. 

Where surgeons demand speed in placing a 
patient under an anesthetic, the first stage is often 
so hastened that harm is done to the patient’s 
mental and nervous makeup. It is the worst pos- 
sible technique to bring to a tonsil clinic a large 
number of children, and to allow those who are 
waiting for their operations to view the struggles 
or hear the cries of others undergoing the first 
stage of ether excitement. It should be a rare 
occurrence indeed when two or more physically 
strong persons are called upon to subdue a 
struggling ether patient. Such a happening be- 
speaks undue speed or lack of skill on the part 
of the anesthetist. 

The records of the anesthetic department 
should be carefully and completely compiled. An 
ether chart should present such salient facts as 
the pulse and respiration rates throughout the 
whole operation; the blood pressure reading be- 
fore and during the administration of the anes- 
thetic ; the amount of ether consumed; the type of 
operation performed; the name of the operator 
and his assistant as well as the amount of time 
they required to perform their work. 


Should Fees Go to Hospital? 


From a financial standpoint, the department of 
anesthesia is often a paying one to the hospital. 
Usually when the institution employs an anes- 
thetist, the fee charged for her services reaches 
the hospital treasury. A difference of opinion has 
arisen as to whether a surgeon shall bring in his 
own anesthetist and whether it is proper in this 
arrangement for the fee to be diverted from the 
hospital’s income. If the hospital possesses a 
proper anesthetic staff, it would seem that the 
institution has a right to insist that its surgeons 
employ these young women on their private cases. 
To be sure, the skill of such an anesthetist must 
be a matter that is not in question. 

It is not ethical for a physician to refer a 
patient to a surgeon with the understanding that 
he be employed to give the anesthetic. This 
approaches too closely to the practice of fee- 
splitting, and certainly must be looked upon as a 
quid pro quo for referring the case. In some 
instances, physicians employ graduate nurses in 
their offices at a monthly stipend. They follow 
the practice of bringing these nurses to the hos- 
pital with them and allowing them to give their 
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anesthetics for which a fee is charged, but which 
the physician receives. This would not appear to 
be good practice. If the hospital has an anesthetic 
department such fees should either be paid to the 
hospital anesthetist as part of her salary, or else 
should go to the institution. If physicians insist 
upon bringing their office assistants to the hos- 
pital to give their anesthetics on private cases, it 
would seem fair for the hospital to insist that 
such persons also administer ether to ward cases 
from which no fee is expected. 

It would seem, therefore, to be good practice 
for the hospital to employ paid anesthetists 
to administer ether to both ward and private 
patients, and it would not seem unjust for 
the institution to require that surgeons em- 
ploy these anesthetists in private cases upon 
whom they operate in the hospital’s surgical 
clinic. No department of anesthesia can deserve 
its place, or maintain the respect of the staff 
physicians, unless it is well organized, efficient in 
operation, and unless sufficient salaries are paid 
to insure the permanency of its personnel. 





Shall It Be a Large or Small 
Community Hospital? 


That some community hospitals which are fairly close 
together could undoubtedly cut their operating expenses 
and increase their service to the public if they would pool 
their interests and either establish one larger community 
hospital or combine some of their services, such as x-ray 
and laboratory, is the suggestion of Edward F. Stevens 
architect, Boston, who addressed a meeting of the New 
England Hospital Association recently held in Burlington, 
Vt. “The day of the small unit seems to be passing and 
the community interest increasing,” he said. “The larger 
centers are reaching out to offer affiliation and cooper- 
ation.” 

It seems to be a recognized fact that the overhead in- 
creases as the bed capacity of a hospital decreases, and 
for this reason a number of small communities have found 
it profitable to combine several small hospitals into one 
large unit and kere incorporate al] the necessary services. 

“The chief advantages of the larger unit,’’ Mr. Stevens 
pointed out, “are the possibilities of coordination of hos- 
pital service, better diagnostic facilities, greater possibil- 
ities through more varied equipment, the full-time service 
of pathologists and roentgenologists, with a sufficient corps 
of technicians, better service of food, more equable distri- 
bution of services of all kinds, and larger savings in the 
purchase of supplies. Then too, it has been noted that 
the larger and better equipped the hospital the greater 
the percentage of the population that will use the insti- 
tution. It is also true that the increased hospital facili- 
ties attract the better equipped medical men looking for 
a life location. 

The operating cost per patient in the small hospital is 
undoubtedly higher than in the larger institution, and for 
this reason the larger hospital can collect from its pa- 
tients a greater percentage of total operating costs than a 
small hospital. 
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Editorials 


Pneumonia and the Hospital 
Piin tne Unite annually causes more deaths 











in the United States than any other acute 

communicable disease. Statistics of the 
United States Public Health Service demonstrate 
the fact that there are ten times as many deaths 
from this disease as from diphtheria, while those 
who lost their lives in 1925 as a result of typhoid 
fever numbered but one-fourteenth of the pneu- 
monia mortality for that year. But medical sci- 
ence has accomplished much in the last decade in 
lowering the morbidity and mortality due to 
scarlet fever, diphtheria and typhoid fever. 

Notwithstanding these preventive medicine vic- 
tories, pneumonitis remains almost as deadly a 
menace to society as ever. That pneumonia, par- 
ticularly of the lobar type, is transmissible from 
the sick to the well, has long been recognized. 
Savonarola in 1497 and Dunns of England in 
1592 both believed that this disease was capable 
of transmission. Abundant evidence substantiat- 
ing this fact is at hand to-day. It is not unusual 
for an acute pneumonitis to develop in those 
brought intimately in contact with the condition. 
It is much more common to find Type I and II 
organisms in the throats of doctors and nurses 
who are treating pneumonia than in the naso- 
pharynx of others not in contact with the disease. 

It has been proved that the mode of transfer- 
ence is by the spraying of virulent organisms into 
the air by the coughing and sneezing of infected 
patients, and the subsequent inhalation of these 
cocci by others near by. 

Pneumonia is a seasonal disease and the period 
of its greatest incidence now approaches. The 
hospital should not neglect to take every precau- 
tion to protect its patients from the dangers in- 
cident to contact with this disease. It must make 
every effort to lower the frightful mortality 
among patients suffering from lobar pneumonia. 
To isolate these patients seems wise. If separate 
rooms or wards cannot be provided, then the in- 
stallation of cubicles or common ward screens is 
certainly indicated. The prompt removal from 
surgical wards of patients who show symptoms of 
pulmonary pneumococcic infection seems judi- 
cious. 

The superintendent of the hospital should lend 
a willing and understanding ear to staff requests 
to improve the prophylactic and therapeutic fa- 
cilities available for the care of the pneumonias 
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of whatever type. Moreover it would be far 
better for the administrator to originate im- 
provements, whether they be physical or other- 
wise, in the isolation and treatment of this con- 
dition than to wait a more or less delayed or 
uncertain staff request therefor. 


Possible If Not Probable 


S IT possible for the street water main of the 
| institution to be shut off unexpectedly, for 

water faucets on the floor beneath the operat- 
ing room to be opened at this time and for the 
water from the street later to force infected 
matter, hitherto withdrawn by a temporary house 
line vacuum, into the institution’s water supply? 

At a recent convention one of the speakers con- 
tended that all these circumstances may occur co- 
incidentally or in rapid sequence, and that he had 
actually produced infection of sterile water in 
sterilizer tanks in just this way. It cannot be 
proved that such an occurrence is not possible 
when old-fashioned bottom plumbed utensil steri- 
lizers are used. The possibilities of such a ca- 
lamitous occurrence are alarming to contemplate. 
Nor is there any limit to the bungling work per- 
formed by some plumbers and pipe fitters. 

Improperly installed floor drains, ice box dis- 
charge pipes and water filter connections offer but 
a few of the possibilities for mistakes in plumb- 
ing. Nor is the average plumbing inspector of 
municipal health boards always to be trusted to 
prevent infractions of the sanitary law. Lack of 
knowledge, petty grafting and plain neglect of 
duty explain some plumbing errors later discov- 
ered by alert superintendents of hosvitals. 

The possibilities mentioned above cannot be 
denied. Each hospital superintendent should 
make certain that none is to be found in his 
plant. 


The Administrator’s Cabinet 


PON the programs of recent hospital con- 
U vocations have appeared with greater fre- 

quency than heretofore the names of 
social workers, dietitians, occupational and phys- 
ical therapists. And almost without exception 
these hospital specialists have reflected credit 
both on themselves and the institutions they have 
represented. 

In encouraging a continuance of this policy 
THE MODERN HOSPITAL is only emphasizing an 
administrative truth that has long been apparent 
to many. The fabric the hospital machine strives 
to weave is complex in its texture. It consists of 
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many strands of various strengths and of varying 
structure. But once this cloth of service is fash- 
ioned, the casual observer sees only a fine end 
product, which is able to give comfort, healing 
and restored usefulness to men and women. 

The wise hospital administrator freely ac- 
knowledges the importance of the part played by 
each departmental head in his institution. He 
realizes that his success in conducting an efficient 
hospital depends largely upon the conscientious 
work of those departmental heads and their as- 
sistants whose names too frequently are unknown 
to the community generally. 

To urge that institutional department heads 
should contribute to the hospital literature and to 
secure a program place for them at state or na- 
tional conventions, is often but a just recognition 
of exceptional ability and unusual service to the 
special field in which these persons labor. To 
suppress the literary efforts of ambitious de- 
partmental heads is often to mar their usefulness 
by destroying initiative and lowering morale. 

The staff conference is in reality the counter- 
part of the cabinet meeting of the municipal, 
state or national administrative officer. Here the 
absence of executive monopoly of time or opinion 
should be noteworthy. Here policies not persons 
should receive the greater emphasis in the dis- 
cussion. Here it soon becomes evident whether 
the type of administration is monarchic or demo- 
cratic. In the former case, the scepter of 
authority is constantly on display near the admin- 
istrator’s right hand and the conference partici- 
pants almost automatically echo the opinions of 
the superintendent; in the latter, a healthy, free 
and perfectly candid exchange of opinion takes 
place. 

To select the hospital departmental head 
thoughtfully, almost prayerfully, and then to de- 
centralize his activities to a sufficient degree that 
the development of initiative is encouraged and 
a healthy respect for authority generated, is a 
wise administrative policy. 


The Village Jail 


\ J HILE this country has gone ahead at an 
enormous pace during the past fifty years 
there still remains in most of the com- 

munities a relic of the middle ages, a throwback 

to the times when those afflicted with mental 
disorders were treated as criminals. 

To find in the hospitalof to-day adequate facili- 
ties for the temporary care of patients under ob- 
servation for psychic disturbances is rare indeed. 
Those responsible will say that their hospital is 
not equipped to care for insane persons, that it 
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was built for physically ill people, not for the 
mentally ill, yet occasionally it becomes necessary 
to house for a few days some unfortunate whose 
lack of mental balance has made him unfit for 
society. This usually occurs pending his admit- 
tance to some state institution for the insane and 
in many of the smaller cities it is found necessary 
to house the patient in the village jail, as if he 
were a criminal. 

Here he stays, perhaps for days, amid the in- 
sanitary and often filthy conditions that usually 
characterize the local calaboose, snarled at by ig- 
norant jailers and politically-minded sheriffs. His 
only contact with humanity is his association with 
habitual drunkards, petty thieves, disgusting ver- 
min-covered tramps and the other characters that 
the small towns seem to think they must house in 
vile-smelling, unventilated and positively danger- 
cus surroundings. 

The patient usually is not even proved to be 
insane but is awaiting observation. He also may 
come from a home that has been kept spotlessly 
clean and may have led a cultured life. To be 
ruthlessly thrown into filth and degradation cer- 
tainly affects his physical well-being, if indeed it 
does not have a deleterious effect upon his mind. 
And he is sent there because the hospital does not 
provide adequate accommodations for him and 
hence neglects its duty to the community just as 
much as if it refused fracture cases. Not so 
many years ago hospitals refused to take patients 
who were under observation as possible tuber- 
culous cases and also those who might have con- 
tagious diseases, but in nearly all hospitals these 
conditions no longer exist. Let us hope that soon 
all hospitals will admit willingly and humanely 
those unfortunates who need treatment for men- 
tal illness and that the practice of using the vil- 
lage jail as a waiting place for psychiatric patients 
will be discontinued. 


Talking It Over 


HE year is nearing its close; the woods are flaming 
with scarlet, gold and russet; trees will soon be raising 
their bare arms to the wintry skies. Time is flitting and 
we are getting older; our bodies are beginning to show 
the effects of wear and tear; wholly remedial defects are 
beginning to show themselves. All of which is an intro- 
duction to the question, “Have you had your annua! 
physical examination this year?” We preach it to others; 
we must ourselves practice it; we certainly should not let 
the year close without having had our annual physical 
check-up. 
* 7” ” 
N THE recent death of Grace, Lady Osler, the world 
lost a great woman. The great-granddaughter of Paul 
Revere, the widow of a great surgeon, the widow of a 
great physician, the mother of an only son “dead on the 
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field of honor,” by her life she influenced thousands of 
medical men for good. Public-spirited, she played a great 
part in raising funds for the care of the sick and wounded 
of the World War; she drew to her home in Oxford all 
sorts of men from the four corners of the world and gave 
them of her uplifting personality. 
” oa * 
HROUGH the instrumentality of the American Social 
Hygiene Association, a committee on research in 
syphilis has been formed. This committee will aid by 
grants the development of individual and cooperative 
investigation of the various problems of syphilis, by 
qualified scientists and agencies. Here is an opportunity 
for hospitals to discharge effectively a part of their public 
health responsibilities. Applications for grants should be 
addressed to Dr. John H. Stokes, 3800 Chestnut Street, 
Philadelphia. 
* ok 
HE more you expect from yourself the more you will 
achieve; the more you expect from others the less you 
will succeed. The more you seek opportunity the more op- 
portunities you will find; the more you expect opportunity 
to seek you the fewer opportunities you will have. The 
more you demand from an opportunity the more it will 
give you. What you get out of a chance is in direct 
proportion to what you put into it. 
*& * *x 
HIS is just another way of saying that the human 
mind requires focusing. If you focus it accurately 
your results will be clear-cut; if you do not, they will be 
blurry. The man or woman who doesn’t focus on an 
objective, drifts; in drifting he may accidentally bump 
into an opportunity, but even then he cannot take ad- 
vantage of it. The man who focuses carelessly never 
succeeds in a big way. 
+ +. * 
WO small town bicycle makers focused their brains on 
aerial flight, a problem that had been declared by 
scientists to be insoluble. Painstaking experiments result- 
ing from accurate mental concentration, solved the 
“unsolvable” and put wings on man. There is nothing 
that the focused human mind cannot do; there is nothing 
that the human mind can do well unless it is focused. 
* *~ oa 


WHEN the operating room nurse picks up a Von Graefe 

knife, she rarely realizes, perhaps she does not know, 
who invented and named it. Born a century ago, deceased 
in 1870 after a short life of forty-two years, Albrecht von 
Graefe was largely responsible for the stabilization of the 
science of ophthalmology. He was one of the first to 
realize the tremendous usefulness of Von Helmholtz’s 
invention, the ophthalmoscope. His work on iridectomy 
saved countless thousands from blindness. 

* * * 

HE human tuberculosis mortality rate reduced from 

71.7 per 100,000 to 42.1; the bovine morbidity tuber- 
culosis rate cut from 10 per cent to 0.8 per cent; 53 per 
cent of all rural school children immunized against 
diphtheria; the infant mortality rate per thousand births 
scaled from 85.7 to 66.2; an increase in public health 
nurses from two to nineteen; the correction of about 8,000 
physical defects in school children—these are just a few 
of the things that the Cattaraugus (N. Y.) County 
Health Demonstration has accomplished since January 1, 
1923. A nob!le and inspiring service, nobly and inspiringly 
done. 
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E HAVE just found out that there is one Sunday in 
the year when every hospital superintendent—at 
least every superintendent of hospitals where interns ar 
trained—works. It is a sort of a Hospital Sunday at 
which time the interns are interviewed, personnelle! 
and ticketed. In Minnesota where the superintendent 
all go fishing on Sunday, that is after church service: 
the fish were left to their own devices on July 1 and had 
to find other means of amusement than dodging funny 
looking flies. The interns were being hooked that day 
and, according to rumor, none were thrown back, no 
matter how they measured up. 
* * ” 

FTER all, contractors are human beings endowed 

with the usual mixture of sensitiveness and pride. A 
good many hospital executives forget that a word of 
friendliness and praise may increase materially the quality 
of service received from those upon whom the hospital 
depends for supplies and apparatus. The object is not 
to secure compliance with the bare letter of the contract; 
rather is it to make the contractor anxious to give the 
best he can and to more than meet his obligation. A 
word of merited praise pays big dividends. 

. * 4 

HE word “thrift” came into our language from the 

Old Norse, being derived from the verb “thrifa,” to 
grasp. It means therefore the hanging on to what one 
has, and hence to grow, to increase. Its antithesis is to 
waste, a word which from its origin conveys the idea of 
destroying and of rendering desolate. Waste in the sense 
of uninhabited or wilderness carries this same thought. 
* * * 


VEN an amateur can grasp the principle of large 

single savings; it takes a thoroughgoing saver to 
see the wastage of the microscopic fraction of a cent. 
Big lump savings, yes, but in so saving one must be sure 
that real economy is served. It isn’t thrifty to think or 
build too small, to buy inferior apparatus and supplies 
or to use equipment after it has become so old that the 
cost of its operation has become excessive. Real thrift 
demands the purchase of only the best, and demands 
that it be conserved. More apparatus is ruined each 
year by lack of lubrication than by any other single 
factor. An oil can, a good grade of oil and their timely, 
periodical use is real thrift. A bread slicer will pay 
for itself over and over again. A pound of paint will 
save a thousand pounds of building. 

* * *« 

SSENTIALLY, hospitals are collections of specialists. 

The treatment and care of the sick have been divided 
and subdivided into a host of techniques, each of which 
is highly efficient. These are collected in the hospital but 
unless they are assembled into a machine, the sick man 
will not receive the greatest benefit. The gears of the 
various specialties must be meshed; they must be lubri- 
cated by intelligent sympathy and understanding; they 
must be motivated by a common purpose that is recipro- 
cally selfless. The chief engineer of the hospital machine 
is the superintendent; he keeps it in repair; he prevents 
overheating of the bearings; he plans the work that the 
machine is to do and the machinery that is to do it. 
Unless he can make the various parts fit accurately and 
operate as a whole, his machine will not perform at 
the optimum. He must know the art of human engineer- 
ing and as he grows in knowledge of his art, through 
study, reflection and practice, so will he grow in use- 
fulness to the organization and community that he serves. 
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The Modern Hospital Reading Course: Lesson XXIII 


Preparing the Hospital for a Broader 
Service to the Community 


By C. W. MUNGER, M.D. 


VERY hospital whether it has private, city, 
county or state support must in the last 
analysis stand or fall, stagnate or grow, in 
accordance with the quality of its service. 

Service, however, means more than routine care 

of the sick. Although the care of the sick is the 
most important function of the hospital, two other 
opportunities for service exist and must not be 
neglected. These are active cooperation by the 
hospital in the advancement in medical science, 
and the training of pro- 
fessional personnel for 
future work in hospi- 
tals or in other lines of 
medical and _  institu- | em 
tional endeavor. | 

The many phases of | 
the hospital’s service to 
patients have been dis- 
cussed with some 
thoroughness in pre- 
ceding chapters. These 
functions constitute the 
raison d’etre of the hos- 4, 
pital. The person who 
aspires to administer a 
hospital must have a 
full knowledge of these 
standards and needs. The fact, however, that 
some administrators in the past have not seen fit 
to think beyond this primary function of the 
hospital has been a contributing cause to the 
failure of many otherwise competent persons who 
have attempted to manage hospitals. 

The hospital has been regarded too much as a 
definite entity intended to perform certain tasks 
according to a set routine, and too little thought 
has been given to what a given community may 
need from its hospital. It is heartily agreed that 
a rigid routine in certain matters makes for 
safety and efficiency in the hospital. It is equally 
true, nevertheless, that those hospitals that have 
blazed the trail of progress have not hesitated to 
upset routine and tradition at the dictates of 
common sense. 

Nurse administrators in some instances have 


2. Make a plan 


plication for use 
permits. 


Director, Grasslands Hospital, Valhalla, N. Y. 


Review Work 


Outline a course of study for stu- 
dent dietitians in a 150-bed hospital. 


interns on a twelve-month rotating serv- 
ice in a 150-bed hospital, including espe- 
cially the educational facilities of the plan. 

3. Give five arguments of general ap- 
in securing autopsy 


How would you advise a hospital 
board so that it could pass upon pro- 
posed research plans intelligently? 








built their plans about the operation of a train- 
ing school for nurses rather than about the needs 
of the community. Lay superintendents of busi- 
ness training have molded their methods about 
a financial report. Physician superintendents 
are inclined to consider the patient first, but have 
often erred in providing the hospital with every- 
thing to facilitate the doctor’s work only to forget 
the needs of the nursing department and the 
financial restrictions that must be observed even 
in the wealthiest insti- 
tutions. 

The apparent fact of 
the failure of individ- 
uals representing these 
three distinct types of 
training for hospital 
administration argues 
for the need of a broad 
concept of the problem 
of hospital administra- 
tion. The hospital ad- 
ministrator must avoid 
all of these biased view- 
points. Above all, he 
should not permit him- 
self to be a cloistered 
individual with no in- 
terests outside of his own work. He should 
attempt to be a public-spirited citizen in all that 
the name implies. He should keep himself in- 
formed as to the needs of his community, and his 
ears should be constantly “to the ground” for 
sounds of public content or discontent with the 
institution. 

Teaching of students, whether in medicine, 
nursing, dietetics, laboratory technique or occu- 
pational therapy has a salutary effect upon the 
functioning of the departments participating in 
the teaching. The atmosphere of teaching makes 
for clearness, thoroughness and meticulous care 
upon the part of the preceptors. The fact that 
they must go into the work in detail to make 
the students understand it, the necessity of an- 
swering the questions asked by the students, and 
the natural desire of the teachers to maintain 
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prestige with the students, are all factors that 
make for better work. 

Hospitals attached to medical schools are gen- 
erally conceded to maintain a higher scientific 
standard than the average hospital. It is con- 
ceded by many that nursing is better done in hos- 
pitals where students are in training than where 
none but graduate nurses are employed. The 
same is true in dietetics and other branches of 
hospital work. In the absence of students there 
are many points that are never thought through 
and many procedures that are never clearly de- 
fined. The very act of teaching these procedures 
to students forces the department head better 
to organize and understand his own work. 

This teaching in hospitals would hardly be 
worth while, however, if the hospital alone were 
benefited. There are few who would dispute the 
value to any city or state of proper bedside train- 
ing for the medical student. That the hospital 
intern is still a student is definitely recognized 
by all modern standards. The value to the public 
of the training he receives in a good hospital is 
hard to estimate. 

The training of nurses who later do private 
duty, accept public health appointments or do 
health work in the schools is an asset to any com- 
munity provided, of course, the training is of 
acceptable standard. Whether at present there 
is an overproduction or underproduction of 
nurses, need not be decided here. It is perhaps 
safe to say that there will always be a demand 
for the properly educated nurse. 


Modern Methods Promote Public Service 


For many years, the interns, nurses, dietitians 
and other workers who have received training in 
hospitals have obtained it largely upon an ap- 
prenticeship basis. In the main, this is proper. 
Those of us who have been responsible for this 
training have at times allowed it to become a 
routine procedure. The student has been expected 
to absorb knowledge by contact rather than 
through a carefully conceived plan of teaching. 
Modern educational methods are too greatly per- 
fected to permit any such unsupervised educa- 
tion. The time is past when hospitals should 
accept students of any sort merely for the con- 
venience of the hospital. On the other hand, if 
a genuine educational atmosphere can be pro- 
vided, there is no better place than the hospital 
for the training of these workers. A frequent 
mistake in the past has been the acceptance of 
meagerly educated persons for training in hos- 
pitals. Prerequisites should be high and they 
should be stoutly maintained. 

Since the training of students can no longer 
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be considered from a selfish point of view by 
the hospitals, and since such training is needed 
for various lines of community service, there can 
be no denying that the hospital offering educa- 
tional facilities is doing more for the public than 
merely caring for the sick. 

Postgraduate medical teaching is a necessity 
for every physician who wishes to keep up to 
date in this era of medical progress. This post- 
graduate teaching may be in the form of regu- 
larly constituted courses such as are given in 
postgraduate medical schools, or valuable in- 
struction may be provided to the profession 
through clinics and scientific meetings. A hos- 
pital does not need to be associated with a med- 
ical school in order to do its share in the 
postgraduate. teaching of physicians. Every in- 
stitution should offer its facilities to the physi- 
cians in its area. 


Administrator Should Secure Autopsies 


Valuable teaching may be had at the autopsy 
table. This fact has been recognized by the 
medical profession for many years, and through 
its general recognition by hospitals and by na- 
tional organizations regulating hospitals, the pro- 
portion of autopsies is on the increase. The 
intern, the attending physician and the laboratory 
all benefit, as do also such other physicians as 
are able to see the autopsy or study the patho- 
logical material from it. It is the duty of the 
hospital administrator to further the securing of 
autopsies wherever possible and to keep his com- 
munity informed as to the great value of this 
work. If the administrator is not a physician, 
he should inform himself upon the question of 
autopsies so that he has no doubt as to their 
value and so that he may be able to present 
proper reasons to the patient’s family for secur- 
ing permits. 

The hospital can do much to assist the educa- 
tion of the people in health matters. The mater- 
nity ward can give training in the care of infants 
to every mother before she goes home. The 
social service workers and others who make ex- 
tramural contacts can and should constantly 
preach health and hygiene. Hospitals for chil- 
dren can do much toward promoting proper 
health habits during the hospital stay. 

Whenever there is need in the community for 
such services as the administration of typhoid 
vaccine, toxin antitoxin for diphtheria and small- 
pox vaccine, the hospital should on every occasion 
open its facilities in such a manner as to assist 
the public health officers to the utmost. The 
endorsement of these public health measures by 
the hospital will assist in their acceptance. 
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The out-patient departments of hospitals, 
through their doctors, nurses and social workers, 
can be a potent factor in the prevention of illness 
and in the teaching of health. The out-patient 
waiting room is an excellent distribution center 
for literature on health topics. In some states, 
these pamphlets are provided by the department 
of health. 

Modern science owes much of its development 
to organized medical research. In the early days, 
the important discoveries and advancements in 
medicine were due largely to knowledge acci- 
dentally obtained by observant physicians. From 
time to time in the present day, discoveries of 
scientific facts are made just as accidentally as 
was Jenner’s observation that milkmaids in- 
fected with cowpox were immune to smallpox. 
Not until organized plans were carried out for 
the solution of medical problems, however, was 
any great progress made in research. 

There is no field equal to the hospital for the 
study of human disease, and even in these days 
of endowed laboratories and foundations there 
still lies idle in our hospitals much medical in- 
formation that is uncorrelated and unutilized. 
There was a time when few hospitals had labora- 
tories for routine work. Now that the routine 
laboratory has been recognized as a necessity in 
every hospital, it is time that more and more 
institutions should plan to study methods, sta- 
tistics and results with the idea of adding to the 
store of medical knowledge. 

Research is not related alone to the laboratory 
and test tube. The ward clinician, if he has the 
time, the facilities and the encouragement, can 
study many problems and solve a few. Research 
endowments or grants should be the rule rather 
than the exception in hospitals. 
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Who Should Give the Anesthetics 
in the Hospital? 


In the giving of anesthetics as in any other service 
of the hospital the one questjon to be considered is, 
“What is best for the patient?” is the opinion expressed 
by John E. Lander, financial secretary, Wesley Hospital, 
Wichita, Kan., in an article on “Anesthetics in a Hos- 
pital.” 


“Anesthetics should be given by especially trained 
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registered nurses employed by the hospital,” Mr. Lander 
writes. “There are two reasons why this should be done, 
first, to centralize anesthetic responsibility and to in- 
crease efficiency in this branch of service, second, 
because the hospital needs this added revenue with which 
to discharge necessary obligations. 

“Originally and necessarily doctors were used where 
anesthetics were required. With the growth of the nurs- 
ing profession however the giving of anesthetics is now 
largely in the hands of registered nurses, trained for that 
purpose and under the jurisdiction of the hospital. 

“Doctors and hospitals should stand side by side. 
Neither can survive without the other. They are work- 
ing together for the good of humanity, but no fairminded 
doctor should or will demand financial returns for him- 
self through his work in a hospital to such an extent that 
the efficiency of the hospital is curtailed. 

“If ever a doctor or a group of doctors should attempt 
to place the hospital in a position that would jeopardize 
its future, then is the time for the trustees to manifest 
their courage, and let it be known kindly and firmly, but 
once and for all, that they are the governors of the 
hospitals and that it will be their policy to administer 
the affairs of the hospital in accordance with their oath 
of office for the good of humanity in general, and never 
for special privileges.” 

Mr. Lander sent out a questionnaire to fifty hospitals 
to find out how anesthetics were handled in these various 
institutions. In the majority of the forty-one hospitals 
from which replies were received, registered nurses gave 
the anesthetics. In a few, doctors gave the anesthetics and 
in one hospital they were given by interns. Superintend- 
ents of twenty-five of the forty-one institutions said that 
in their judgment registered nurses employed by the 
hospital should give the anesthetics, and that the fees 
should go into the hospital treasury. 

“The returns on the questionnaire,” Mr. Lander 
tinues, “easily show the trend of modern thought on the 
giving of anesthetics. Especially trained nurses giving 
anesthetics regularly day after day are better equipped 
and more efficient than the doctor who gives only an 
occasional anesthetic—say one every thirty or sixty days.” 


con- 





Red Cross Outposts Serve 
Canadian Pioneers 


Pioneers on the frontier settlements of the Canadian 
provinces are cared for in times of sickness through the 
outpost hospitals and nursing stations of the Red Cross. 
Forty outposts are now functioning, maintained with the 
cooperation of the citizens of the settlements and the 
provincial department of health, according to the 
Canadian Medical Association Journal. 

More than 12,000 persons were treated last year in or 
through the outposts. Of this number 866 were confine- 
ment cases which otherwise would have been without ade- 
quate care. 

The peculiar needs of each community are taken into 
consideration in the establishing of the outposts which 
are of three types: the center for field nursing, with the 
nurse working in the homes and schools of the district; 
the rural outpost with accommodations for one or two 
bed patients but with field nursing as the chief work of 
the nurse; the outpost in a village or small town that 
functions as a small hospital. 
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A. C. of S. “Approved List” for 1928 


ditionally approved by the American College of 


Titi official list of hospitals fully approved and con- 
1928, for the United 


Surgeons as of October 1, 
States, Canada and other countries, comprises institu- 
tions that have adopted the minimum standard 
requirements of the college and are carrying them out 
acceptably. “Conditioned” indicates that the hospitals so 


designated are endeavoring to fulfill the requirements, 
but for lack of time or other acceptable reasons have not 


been able to do so. 


Some of these are new institutions. 


The total number of approved hospitals for 1928 in- 
cludes 1,919 hospitals out of 2,761 sruveyed. Hospitals 
on the approved list for 1927 numbered 1,803. 

The institutions considered for approval include: hos- 
pitals of twenty-five beds or over in the United States 
and Canada; United States Government hospitals, army, 
navy, public health service, veterans’ bureau and national 
homes for disabled and volunteer soldiers. Twenty-five 
hospitals in other countries have been awarded approval, 
and are included in the list of approved hospitals. 











ALABAMA ERASE ARA — a : Sacramento Hospital............ .-- 510 
, : - ichael Meagher Memoria ospital.... 50 Sutt H sas die drth ska dietanlasdiiag ik ew na 215 
Name of Hospital and Location Capacity St. Louis ‘Southwestern Hospital Peevens 178 F eee s 
BESSEMER “7 ea - 
Be i: Pi <in ce ae eseinriedss 
one — Hospital. ...... eens 85 CALIFORNIA San Bernardino County Hospital...... 240 
ae ‘ 5 ALHAMBRA saue 
a oy a. ee 125 Alhambra Hospital. . ae 50 -— se ital 235 
ildren’ ecg eR 50 eee ne ee ercy OBDITRL. .cccccccccccceccccesece e 
Goreas H Da ~ = pail aaa gales 8 ARLINGTON San Diego County General Hospital.... 518 
orga: ote | eee 4 : . 
ri Fs *Riverside County Hospital............. 200 
CO eer 160 SAN FRANCISCO 
vc cncceneseceennees ae 166 BAKERSFIELD  ranbite Hospital 238 
St. Vincent’s Hospital............... .. 140 MY BONNIE. ov niccnccdcncacscccsscce 100 Wrench Bonpital....<<.-c<<ccccccccccce 22 
South Highlands Infirmary............. 125 BELMONT Hahnemann Hospital..........-..-<-«e 120 
DOTHAM Community Hospital of San Mateo om Fee reer re 275 
ee og meal when keane tie. tiinae B . Cammty ccccccccccccccccvcccccsceccce 2 7% a — abit iii ibiad eae 160 
frre rrr rere BERKELEY ount Zion Hospital..............-- . 192 
FAIRFIELD Mee, Mean Wile oie isk 5icscn secs ecs 136 St. Francis Hospital...............+++- 371 
Employees’ Hospital of the Tennessee University of California Infirmary..... 52 St. Joseph’s Hospital..............--.+ 222 
Coal, Iron and Railroad Company... 310 BURBANK St. snes a re cag ciara de aba boheme 202 
JASPER *Burbank Hospital...................0+ Ey ~  pemeneeneen a 
Walker County Hospital..... . 52 COMPTON Shriners’ Hospital ie Crippled Children 60 
MOBILE Las Campanas Hospital.......... 35 Southern Pacific General Hospital...... 300 
City Hospital..............-+..6+. — FRENCH CAMP Stanford University Hospitals.......... 347 
nea a SOP Cree nk San Joaquin General Hospital.......... 420 University of California Hospitals...... 283 
ONTGOMERY FRESNO SANITARIUM 
*Montgomery Memorial Hospital......... 75 General Hospital of Fresno County..... 350 St. Helena Sanitarium and Hospital.... 146 
St. Margaret’s Hospital..............6. 140 GLENDALE 
SELMA : Glendale Sanitarium and Hospital...... 275 SAN JOSE sn 
Alabama Baptist Hospital............. 65 HOLLYWOOD O'Connor Sanitarium............++.-++ 104 
Goldsby King Memorial Hospital...... 50 a. 4 . San Jose Hospital..........--++-+++++ 15: 
Vaughan Memorial Hospital...... win — ood Clara Barton Memorial Hos- ana *Santa Clara County Hospital........... 374 
DE WihotwiesAake saeeabankseedasau ad 30 
SYLACAUGA SAN LEANDRO 
Drummond-Fraser Hospital. . leew Oe LA JOLLA : : . Fairmont Hospital........... a — 
Sylacauga Infirmary................... r0) Scripps Memorial Hospital............. 56 age 
LOMA LINDA SAN ATEO 
TUSKEGEE INSTITUTE se _ Loma Linda Sanitarium and Hospital... 145 Mills Memorial Hospital............... 7 
John A. Andrew Memorial Hospital.... 75 LONG BRACH 
JONG f SAN PEDRO 
ARIZONA Long Beach Community Hospital...... 125 ll Pedro General Hospital....... .. 88 
P St. Mary’s Long Beach Hospital....... 75 
—-, ——— ” eS. oo. cc aede ow GadeaKea 178 oAsts a , ' 
< ee ee ee 5 Sh; PE SD. ccandcentnenses . 104 
LOBE s LOS ANGELES Santa Barbara Cottage Hospital....... 176 
pe Hospital.............++.- 50 NN IN So ewe crsinn 139 Santa Barbara General Hospital........ 20 
Calif ia Luth ee r a 
wake Verde Copper Company Hospital 46 Children’s no pean SAH: 230 — , aoe ital re 
RR ew eee 75 _— earn Ospital. ...-.+e0e “- % 
Miami-Inspiration Hospital............. 40 ) spi c I 
PHOENIX ee Teg Ry = gy Sa i Sh 1 Hospital 125 
Arizona Deaconess Hospital............ 112 Kaspare Cohn Hospital................ 65 ee ec a ee ee 
= x SE trite) tank: 6 etd adie 160 Los “oe. County General Hospital— Wes ital , 
/ i stw REE sé 0s <6 ee sesevcees eee M 
ee i 35 oe on al anitel of Geuthern Gal :. aneeyaen ree ' 
TUCSON oo — Hospital of Southern Cali- WOODLAND 
j 99 s 
St. Mary’s Hospital and Sanatorium.... 120 Orthopedic : Hospital ajith wat asaie tye mttebee ty, Woodland Clinic Hospital........ . 100 
Southern Methodist Hospital and Sana- I TE goat cuinvnnnessosesve 75 
MEE 6600 0esastoces re ciercoresnnce 50 “Queen of the Angele Hospital.......... 135 saiciaeii COLORADO 
sev SPIAl. cc cc cccccsessesesces ‘ J yj 
ARKANSAS St Vincent’s Hospital secre steer eeeeee 225 Boulder-Colorado Sanitarium..... .. 10H 
Santa Fe Coast Lines Hospital......... 145 Community Hospital............... 75 
EL DORADO White Memorial Hospital 132 
*Henry C. Rosamond Hospital........... 50 are COLORADO SPRINGS 
*Warner Brown Hospital............... 15 NATIONAL CITY Beth-El General Hospital.......... 4 94 
FAYETTEVILLE Paradise Valiey Sanitarium and Hos- Glockner Sanatorium and Hospital.... 250 
Fayetteville City Hospital.............. 60 eee ehaadanyaeeen Lae National Methodist Episcopal Sanatori- 
FORT SMITH OAKLAND um for Tuberculosis................. 60 
St. Edward’s Mercy Hospital.......... 80 le — ee ee 35 he TONNES CMGI. «++ 000022000 rons 
ae Q See 53 I ad i ae oS gia blend 210 DENVER 
Sparks Memorial Hospital.............. 100 Highland Hospital............. oe B75 Agnes Memorial Sanatorium........... 158 
HELENA Providence Hospital............+seeeees 250 ON OS rrr 67 
ee 85 Samuel Merritt Hospital............... 130 CRT OS  RORIIONE. 5 bcc ce eccccsccceses 135 
; Colorado General Hospital.......... «a 
HOT SPRINGS OT i eae ces one Denver General Hospital........... 1. Bot 
ont? B at Memerial Hospital........ i SRFS NOUNTY WENEFA! SIOSPUA!....... Mercy | a a tetas 178 
S60 Cl eer 5 OXNARD ational Jewish Hospital.............. 250 
JONESBORO St. John’s Hospital......... 50 a te —- Lrkghetcnapie tdhardeancdaees a. 
° P resbyterian Ds 6646648600800 008 68 64 
St. Bernard’s Hospital................:. 110 PASADENA St. Anthony’s Hospital ‘hy areigenetpey ... 200 
LITTLE ROCK Pasadena Hospital.......... . 244 St. Joseph’s Hospital............-...0+. 225 
pepe Sete EPR OTT e Te 300 ROSS - —— s pe oy” ae ge tives’ 22 
ittle Rock General Hospital.......... 125 ss _ anatorium of the Jewis onsumptives’ 
ae Pacific Hoapital..........000 150 we Snes Soegee...... - Relief Society ..........+++..+++. -. 800 
Ph Te COT, vcccccccecteese 150 SACRAMENTO ] r 
| OE eT eee 50 Mater Misericordia Hospital. . .++ 150 cy, es ge be aM a. ee 





The asterisk (*) indicates conditional approval. 
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SS SUMMARY STATISTICS SHOWING NUMBER AND PERCENTAGE OF APPROVED HOSPITALS IN EACH STATE 
( AND PROVINCE WITH AGGREGATE NUMBER AND AVERAGE PERCENTAGE FOR 
THE UNITED STATES AND CANADA 

8 in- -_ 
pitals | 100 or more beds 50 to 99 beds 25 to 49 beds Total hospitals over 25 beds 

hc YS Approved dies Approved — Approved “a Approved 
States er a. hospitals ae > mK. # s . > ae 
army, | Number ol ‘ Number ee . Number | a. hospital Number | ies | 
tional 2 
y-five ee 7 | 2 2 4 | 60 | \labama 

Anzona 5 5 3 | s } 11 68 3 \rizona 

roval, Arkansas 8 2 ? 18 75 Arkansas 


California ae . ‘. <—-. cS >] California 
Colorado 8 f 3 ; 37 ‘ig 8 Colorado 
Connecticut. . . 2 . | w@f a Connecticut 
Delaware 3 ; 5 Delaware 
District of Columbia District of Columbia 
Florida 2 / 33.3 | , 22 72.3 Florida 
Georgia ; 3 3 23 39 | Georgia 
Idaho 2 33 | | > Idaho 
Illinois 2 385} 1 | 159 | 97 Illinois 
Indiana 2 2 3 ; " > | Indiana 
Iowa 23 i 8 | 7 3 5 lowa 
Kansas | | 35 3 | 52 33 Kansas 
Kentucky ; ;| 38 2 ; Kentucky 
Louisiana... .. 3 8 | 3 ? 743) Louisiana 
Maine 3 8 | 23 s | 65 2] Maine 
Maryland Maryland 
Massachusetts ' 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana Montana 
Nebraska } | Nebraska 
Nevada | ° | | 3 | : Nevada 
New Hampshire | 1 ‘ New Hampshire 
New Jersey 5 | 2 | } ; 23.9 New Jersey 














Massachusetts 


ie | 


Michigan 


wns 


Minnesota 
Mississippi 


° 
° 


Missouri 


oo wv 
oov 





New Mexico New Mexico 


New York . 3 23 | 3 77 New York 
North Carolina ™ 3 8 | 3 North Carolina 
North Dakota 5 . 2 gs | North Dakota 
Ohio.. .. 8 58 : 8 3 ? 66.6 | 20 | 8&2 Ohio 
Oklahoma c 38 6 3 33.3 Oklahoma 
Oregon ; : > : ° 2 Oregon 
Pennsylvania 43 | 79 5 Pennsylvania 
Rhode Island 8 § I 2 o (| 34 sO 2 Rhode Island 
South Carolina 75 2 } ‘ South Carolina 
South Dakota 5 : ‘ 2 2 2 83.3 | South Dakota 
Tennessee . , c J 33 2 2.7] Tennessee 
Texas. 5 Texas 
Utah. Utah 
Vermont Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Canal Zone 
Hawaii. 
Porto Rico 





Virginia 


Washington 
West Virginia 
Wisconsin 


nN 


J we 
a ae oe 


Wyoming 

Canal Zone 

80 Hawaii 
100 Porto Rico 








Totals for United States 
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Alberta... . : 2 2 | Alberta 
British Columbia British Columbia 
Manitoba. . Manitoba 
New Brunswick 

Nova Scotia. . 
Ontario...... 

Prince Edward Island. 
Saskatchewan .. 


New Brunswick 
Nova Scotia 


SGawows 


Ontario 
Prince Edward Island 





Quebe« 
Saskatchewan 


~ 
“uw ao 





Totals for Canada 3 ‘ : Totals for Canada 



































Grand Totals... ‘ 3. 5 ' . , ‘ Grand Totals 
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Pe. Merry MOON, 2. 5s cciescccescecess 67 
GREELEY 
Greeley Hospital. ...........ccccccccces 70 
LA JUNTA - 
Atchison, Topeka and Santa Fe Rail- 
poad Hloapital. ..0...ccccccsccecevecce 40 
LONGMONT 
Longmont Hospital... .........ccecccces 43 
PUEBLO i 
Minnequa Hospital...........--.0+eeeee 225 
Parkview Hospital...........-.+-+seee. 86 
St. Mary’s Hospital ....... jaan saaen 150 
SALIDA ’ 
Denver and Rio Grande Western Rail- 
sond Bloawltal. ...ccccocccovccsscccece 85 
*Red Cross Hospital. .......sccccccccses 50 
TRINIDAD 
Mt. San Rafael Hospital.............-- 75 
CONNECTICUT 
BRIDGEPORT 
Bridgeport Hospital.............+++++++ 289 
St. Vincent’s Hospital..........ces-ee. 236 
BRISTOL 
Bristol Bloapital. .. oc. ccccccccceccccese 100 
DANBURY 
Danbury Hoapltal..........ccccscsccves 125 
DERBY 
NSS ECCLES TERETE TT TT 100 
GREENWICH 
Greenwich Hospital... ..........sccscees 125 
HARTFORD 
Hartford Hospital. .........02 scccceces 650 
Mt. Sinai Hospital. ........ccccccccces 75 
Municipal Hospital............+--+++0. 110 
St. Francis Hospital... ......cccccccces 580 
MERIDEN 
Peewee Miseitad. ....ccccescccccccscees 116 
MIDDLETOWN 
Wiieeiese Woeapltal. ...ccccvcccccssccess 150 
NEW BRITAIN 
New Britain General Hospital.......... 221 
NEW HAVEN 
COD TIE, occ ccccccccscecesosecees 245 
Hospital of St. Raphael...............+. 210 
eS eee 410 
NEW LONDON 
Home Memorial Hospital.............. 60 
Lawrence and Memorial Associated Hos- 
DE wiedeshiecekeennrvanscsesees de 17 
NORWALK 
Norwalk General Hospital.............. 90 
NORWICH 
William W. Backus Hospital........... 155 
SOUTH MANCHESTER 
Manchester Memorial Hospital ......... 66 
STAMFORD 
EE os cc ndknadeaneenwae 279 
TORRINGTON 
Charlotte Hungerford Hospital......... 80 
WATERBURY 
= ce cone hawk es dkae 220 
RD SND 0.5 00 050000000060%00 300 
WILLIMANTI Cc 
i CE ob ac cdvedeetewens 55 
WINSTED 
*Litchfield County Hospital............. 76 
DELAWARE 
LEWES 
NS cs cence peceka hee sealer 60 
WILMINGTON 
I an an cle meine ea bie 200 
Homeopathic Hospital...........-.+e0+. 108 
Physicians and Surgeons Hospital..... 65 
CHE. PRES Tle cc vtccccescvccccce 70 
DISTRICT OF COLUMBIA 
WASHINGTON 
Central Dispensary and Emergency Hos- 
Ct atehi bn acer eb ahh end be ee 50 ae 160 
NN, occa ee eens ceeseceen 165 
Columbia Hospital for Women......... 203 
Episcopal Eye, Ear and Throat Hospital 100 
eee ere 268 
Gallinger Municipal Hospital........... 365 
Garfield Memorial Hospital............. 366 
George Washington University Hospital. 124 
Georgetown University Hospital........ 235 
NG, TIN, coc ccccccssessoosas 340 
Sibley Memorial Hospital............... 310 
Washington Sanitarium and Hospital... 180 
FLORIDA 
JACKSONVILLE 
Duval County Hospital................. 210 
eT eS re 40 
i, SE CEL, os cc nn acdaoussenees 197 
i, Wr SEM, . .ceccesceessoes 242 
LAKELAND 
Morrell Memorial Hospital............. 110 
MIAMI 
I a eal 100 


James M. Jackson Memorial Hospital... 325 
ORLANDO 


*Orange General Hospital.............. - 150 
PENSACOLA 

I SL. cco cceesss00cebeebee 115 
ST. AUGUSTINE 

Se SN MINN, 5 cc cccncoussccoos 100 

SE os ckeveactneedonsses 1 








THE MODERN HOSPITAL 


ST. PETERSBURG 


Re eee re ee 57 
TAMPA 

Tampa Municipal Hospital............. 216 
WEST PALM BEACH 

Good Samaritan Hospital.............- 125 

GEORGIA 

ALBANY 

Phoebe Putney Memorial Hospital..... 46 
ATHENS 

Athens General Hospital..............-. 75 
eS ere 50 
ATLANTA 

Davis-Fischer Sanatorium.............. 150 

Georgia Baptist Hospital............... 150 

Grady Memorial Hospital.............. 530 

OES SO Serre rT TTT 133 

Be ES TOE a oc ccccceccssccen 125 

Wesley Memorial Hospital............. 166 
AUGUSTA 

University Hospital......cccecscsssces 261 
Wilhenford Hospital for Women and 
PN cc lecken £6 ce eK eeee een 5 

COLUMBUS 

RR er ee ee 125 
DECATUR 

— Rite Hospital for Crippled Chil- 
GAINESVILLE 

Oe Oe err ee 52 
MACON 

PO cece aebaasene ee ens< 159 
*Middle Georgia Sanatorium............ 50 
PLAINS 

Gn EEOC EET CCT TCT ETT 60 
ROME 

I) SN i ea i ae eee aoe 75 
THOMASVILLE 

John D. Archbold Memorial Hospital... 113 
WAYCROSS 

Atlantic Coast Lines Hospital.......... 75 

IDAHO 

BOISE 

St. Alphonsus Hospital................ 13% 

i, CE oc ccctonsaceurdnens 60 


IDAHO FALLS 
Idaho Falls Latter Day Saints Hospital 100 


LEWISTOWN 
SS rrr eee 100 
NAMPA 
i i . cb cbdedk ne Seenied neva 35 
POCATELLO 
Pocatello General Hospital............. 66 
St. Anthony’s Mercy Hospital.......... 50 
ST. MARIES 
EE rn eee 40 
WALLACE 
Ne ee rr 65 
ILLINOIS 
ALTON 
i, Ce TIN 4 bc cadctseceseane 75 
BERWYN 
Ss iw eweceee Wawa neoes 53 
BLUE ISLAND 
eee 100 
CAIRO 
Oe er 128 
CHICAGO 
Albert Merritt Billings Hospital........ 120 
Alexian Brothers Hospital............. 300 
rr re Te 127 
I I i654 000 6855004500840 375 
Chicago Eye, Ear, Nose and Throat 
DOE i cicdpeseedadencsdneecdaueee 5 
Chicago Lying-in Hospital............. 260 
Chicago Memorial Hospital............ 105 
Children’s Memorial Hospital.......... 260 
ee er re 173 
Geek County Moapital.........ccccccces 3300 
Evangelical Deaconess Hospital........ 100 
Frances E. Willard National Temper- 
SO arr 
Garfield Park Hospital.............0s. 250 
~ rrr rer re 325 
I FS i as baat 75 
Hospital of St. Anthony de Padua...... 255 
Tilinois Central Hospital.........scce.- 200 
Illinois Eye and Ear Infirmary......... 140 
Illinois Masonic Hospital............... 170 
*Jackson Park Hospital............-se. 225 
John B. Murphy Hospital............. 126 
Se CRO MEIN, oc ccccdnccccecceses 150 
Lutheran Deaconess Home and Hospital 236 
Lutheran Memorial Hospital........... 209 
OO OS rrr rr 390 
Michael Reese Hospital................ 557 
Misericordia Hospital... ........2-sccece 100 
Mother Cabrini Memorial Hospital... .. 190 
OO OS errr 202 
Municipal Contagious Disease Hospital.. 326 
North Chicago Hospital................ 100 
*Post-Graduate Hospital................ 85 
Presbyterian Hospital.................. 439 
*Provident Hospital ..... ciieeee es ae 
OS GS Err 194 
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Beners Pack Tlenpltall......5..cccsccceccs 116 
Roseland Community Hospital.......... ] 
Se, A aa cnin es c4eSus db em ee 4 
Se, MET BIN 6.6 60 ccc cceceesec 0 
St. Elizabeth’s Hospital... . 5 
i, a CN 6c we wvid.ewesedens 200 
errr ro ee 651 
St. Mary of Nazareth Hospital......... 0 
Shriners’ Hospital for Crippled Children 560 
South Shore Hospital................. 125 
Swedish Covenant Hospital............. 150 
TN ES re eee 118 
Washington Boulevard Hospital........ 110 
Washington Park Community Hospital. 1-( 
Wesley Memorial Hospital............. 2 5 
c. 2 OC eee 175 
*Women and Children’s Hospital........ 120 
DANVILLE 

BM WHR TOMI, oc oc ccncvcesccecscs 125 
St. Elizabeth’s Hospital................ 150 
DECATUR 

Decatur and Macon County Hospital.... 170 
Wabash Employees’ Hospital........... 85 
EAST ST. LOUIS 

St. Mary’s Hospital. 
EVANSTON 

SG Ee ae 287 
Oe reer ee 225 
FREEPORT 

*Evangelical Deaconess Hospital........ 103 
*Freeport Methodist Memorial Hospital.. 50 
, & " ere eee 160 
GENEVA 

*Community Hospital................60. 85 
GRANITE CITY 

St. Elizabeth’s Hospital................ 68 
HARVEY 

Ingalls Memorial ee 74 
HIGHLAND PARK 

Highland Park Hospital................ 70 
HINSDALE 

*Hinsdale Sanitarium and Hospital...... 169 
JACKSONVILLE 

Our Savior’s Hospital.............000.. 100 

Passavant Memorial Hospital.......... 100 
JOLIET 

me, wememe’a TMoespltal. .....cc.ccccccces 170 

Silver Cross Hospital.................. 100 
KANKAKEE 

St. Mary Hospital....... 
KEWANEE 

Kewanee Public Hospital............... 55 

Mt, Demmets Tessas «ni. ccccccccccce 56 
MELROSE PARK 

Westlake Hospital... 
MOLINE 

I UM ss cc iaiw-s a eehean 80 
*Moline Public Hospital................ 110 
MURPHYSBORO 

St. Andrew’s Hospital... 
OAK PARK 

ME icc cas swkweeennawe 175 

West Suburban Hospital............... 403 
OLNEY 

I NN ad oub ticki darn 75 
PANA 

Huber Memorial Hospital.............. 50 
PEORIA 

me. Peamele Meapitel..... .........<c0- 2 
QUINCY 

Blessing Hospital.... 

is SE CIEE (6 cocccackceseessene 150 
ROCKFORD 

Ea eee 110 
ROCK ISLAND 

St. Anthony’s Hospital................. 152 
WAUKEGAN 
Victory Memorial Hospital......... oc. ee 


ceoecersesesess @O 


INDIANA 
ANDERSON 
St. John’s Hospital....... 
EAST CHICAGO 
St. Catherine’s Hospital............... 300 
EVANSVILLE 
Protestant Deaconess Hospital.......... 126 
 * ".) ~ _ eer 25 
es cn cen pea wemed 95 
FORT WAYNE 
Fort Wayne Lutheran Hospital......... 165 
ES OO eae 138 
i SD BIN, 6 kc ccscwrsedense OM 5 
FRANKFORT 
Clinton County Hospital............... 58 
GARY 
Iillinois Steel Company, Gary Hospital.. 100 
OS Err are 100 
St. Mary’s Mercy Hospital............. 150 
HAMMOND 
St. Margaret Hoeapital. .......scccccccce 2 ) 
INDIANAPOLIS 
Indianapolis City Hospital............. 541 
*Methodist Episcopal Hospital........... 412 
Robert W. Long Hospital and James 
Whitcomb Riley Hospital for Cuiiteen © - 
, — eee 











50 


83 
50 


10 


52 
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LA FAYETTE 
La Fayette Home Hospital............. 135 
St. Elizabeth’s Hospital................ 230 
Wabash Valley Sanitarium and Hospital 51 
LA PORTE 
Holy Family Hospital...............s0. 96 
LOGANSPORT 
Oe, OTe TPMNNEE, 6<.<ccccscccdctcec 65 
MARION 
Geemt Gomnte Mead, .......cccccccecs 55 
MICHIGAN CITY 
Se TONNINDEs cccccccnccecaees 100 
MISHAWAKA 
Se PON. cdtcecsecdccdunse 104 
MUNCIE 
een Senn Teel, «ccc cacscececes 74 
NEW ALBANY 
Se MS. PEON sc acccccdessesees 96 
RICHMOND 
Reid Memorial Hospital................ 140 
SOUTH BEND 
EE Oe ee ry 150 
Re 149 
TERRE HAUTE 
St. Anthony's Hoepltal. ....cccccccvccee 176 
da bowie acd wae ae eae 178 
IOWA 
AMES 
Iowa State College Hospital............ 100 
ANAMOSA 
2 ll a ee ree 35 
BURLINGTON 
Ee ery Pee 125 
CARROLL 
, Ow: & eee 100 
CEDAR RAPIDS 
I i es ee i 175 
St. Luke’s Methodist Hospital.......... 192 
CENTERVILLE 
i re CO. t cceeeseduens 50 
CLINTON 
Jane Lamb Memorial Hospital........ 100 
St. Joseph’s Mercy Hospital ......... co 
COUNCIL BLUFFS 
Jennie Edmundson Memorial Hospital.. 125 
“fb ae 124 
DAVENPORT 
I os one a as ue aim eek 141 
ep RR eee ere 89 
DES MOINES 
Iowa Lutheran Hospital................ 150 
Iowa Methodist Hospital............... 282 
" — ee 171 
*Polk County Public Hospitals— 
"2 er 100 
Broadlawns Division................. 100 
DUBUQUE 
Pt rn,  shessecdansenecaenn 100 
FORT DODGE 
St. Joseph’s Mercy Hospital........... 110 
FORT MADISON 
Atchison, Topeka and Santa Fe Hospital 60 
GRINNELL 
*Community Hospital................... 42 
IOWA CITY 
OO a ee 150 
State University of Iowa, University 
DEE” chu ncicincadnanes eeuaieniens. A 
LE MARS 
*Sacred Heart Hospital................. 50 
MASON CITY 
a BO rane 55 
St. Joseph’s Mercy Hospital............ 75 
NEW HAMPTON 
2 ey OS ee 60 
OTTUMWA 
ee 7 
St. Joseph’s Hospital..............00.- 88 
SIOUX CITY 
SE re 75 
OSS OO ere 130 
St. Joseph’s Mercy Hospital........... 200 
St. Vincent’s Hospital................. 125 
WATERLOO 
*Allen Memorial Hospital............... 57 
ee OT er 85 
WAVERLY 
St. Joseph’s Mercy Hospital............ 50 
KANSAS 
\UGUSTA 
~ a eae eee 26 
CONCORDIA 
ERNE DOOUIER. ... <snc00s vocewosess 35 
ee EO eee 75 
EL DORADO 
ON re 46 
ELLSWORTH 
Ellsworth Hospital.............. er 47 
FORT SCOTT 
i Pn vinieancusesboesawinne 50 
GREAT BEND 
Er reer Tree 50 
HALSTEAD 
I i oe ere wie 140 
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HAYS 
ie, Pmteme’s Tomitel. ......cscccceces 60 
HUTCHISON 
gO” SS re aoce Be 
St. Elizabeth’s Mercy Hospital Pieaskene 50 
KANSAS CITY 
Bell Memorial Hospital............... 120 
Bethany Methodist Hospital............ 145 
St. Margaret’s Hospital................ 300 
LEAVENWORTH 
ls Ps acs idn wne 6 acolets kak ae 50 
LIBERAL 
«te ee ee 36 
MULVA 
Tes agg Topeka and Santa Fe Hospital 60 
NEWTON 
Axtell Christian Hospital.............. 50 
Bethel Deaconess Hospital.............. 50 
PARSONS 
*Missouri-Kansas-Texas Railroad Em- 
“OU @ Bee eee ae 60 
PITTSBURG 
Bet, Carmnel Mlopbtal......cccccccescece 75 
SABETHA 
St. Anthony Murdock Memorial Hospital 50 
SALINA 
ee 55 
TOPEKA 
Atchison, Topeka and Santa Fe Hospital 100 
ee ee waaades 100 
Jane C. Stormont Hospital ............ 93 
i 'S  " ae 75 
WELLINGTON 
EE er 35 
WICHITA 
NO ees 230 
SS ERE Ee 215 
WINFIELD 
TE See eee 50 
William Newton Memorial Hospital.... 60 
KENTUCKY 
ASHLAND 
*Baptist General Hospital........ er a, 
*King’s Daughters’ Hospital............ 50 
COVINGTON 
St. Elizabeth’s Hospital................ 375 
William Booth Memorial Hospital...... 112 
DAYTON 
Speers Memorial Hospital.............. 100 
JACKSON 
i ee es cea ekaais 25 
LEXINGTON 
Good Samaritan Hospital.............. 110 
ESO =e 190 
Shriners’ Hospital for Crippled Chil- 
dren—Mobile Unit.................. 25 
LOUISVILLE 
Children’s Free Hospital............... 72 
.  § — Sesame 55 
Kentucky Baptist Hospital............ 150 
*Kosair Crippled Children Hospital... .. 50 
Louisville City Hospital............... 400 
J. N. Norton Memorial Infirmary..... 112 
Methodist Episcopal Deaconess Hospital 75 
He. MONON SG TROGIR, cc cccceccccccnse 150 
St. Joseph’s Infirmary................. 300 
SS. Mary and Elizabeth Hospital..... 150 
LYNCH MINES 
Lynch Hospital of the United States 
Coal and Coke Company............ 50 
MURRAY 
William Mason Memorial Hospital... . 75 
PADUCAH 
Illinois Central Hospital.............. 100 
SS . PINS Sadek covesaunsisces 120 
PARIS 
Massie Memorial Hospital........... 48 
LOUISIANA 
ALEXANDRIA 
OS ee ae 66 
BATON ROUGE 
Our Lady of the Lake Hospital....... 112 
BOGALUSA 
Elizabeth Sullivan Memorial Hospital.. 95 
HAYNESVILLE 
*Haynesville Hospital.................. 26 
JACKSON 
oe ei ek ene eie 54 
LAKE CHARLES 
St. Patrick’s Sanitarium... . 75 
MONROE 
St. Francis Sanitarium.............. 125 
NEW ORLEANS 
Eye, Ear, Nose and Throat Hospital.... 66 
*Flint-Goodridge Hospital.............. 60 
9 9 eeerrrercrt Ts 75 
OS ea 
*Illinois Central Hospital............. 7 
Mercy Hospital—Soniat Memorial..... 125 
Presbyterian Hospital................. 9 
State of Louisiana Charity Hospital. ...1551 
Southern Baptist Hospital.............. 248 
SI vc bb04060004000K000'00% 406 


SHREVEPORT 


Highland Sanitarium...............«.. 


North Louisiana Sanitarium........ 


Shreveport Charity Hospital.......... ; 








Shreveport Sanitarium and T. E. Schum- 


pert Memorial 
Shriners’ 
*Tri-State Sanitarium...... 


MAINE 
AUGUSTA 
*Augusta General Hospital....... 
BANGOR 


Eastern Maine General Hospital 
BATH 
Bath City Hospital....... 
BIDDEFORD 
CR BONNE, coccnccdcocesecene 
LEWISTON 
Central Maine General Hospital. . 
St. Mary’s General Hospital...... 
PORTLAND 
SPT TT rT TT ee 
Maine Eye and Ear Infirmary..... 
Maine General Hospital....... 
St. Barnabas Hospital....... , 
State Street Hospital............... 
ROCKLAND 
*Knox County General Hospital... 
WATERVILLE 
Sisters’ Hospital 


MARYLAND 


BALTIMORE 
Baltimore City Hospitals 
Bon Secours Hospital........ ‘ 
Children’s Hospital School..... ; 
Church Home and Infirmary..... 
CORSE TORE. coscscqcsccees - 
Franklin Square Hospital......... 
Hospital for Women of Maryland : 
Howard A. Kelley Hospital.......... 


James Lawrence Kernan Hospital..... 


Johns Hopkins Hospital.......... 
Maryland General Hospital........ 
OT Sy 


i Se PE oc nadéesenecdaseus 


St. Joseph’s Hospital... 

TT 

South Baltimore General Hospital... 

Union Memorial Hospital..... 

University Hospital of the 

“jf — Serer 

Volunteers of America Hospital 

West Baltimore General Hospital 
CAMBRIDGE 

Cambridge-Maryland Hospital... . 
CUMBERLAND 

Allegany Hospital of the 


SC covcnccaedsndtubnndeetens 
Home and Infirmary of Western Mary- 
Oe rer er : ; 

EASTON 

Emergency Hospital. 
FREDERICK 

Frederick City Hospital 
HAGERSTOWN 

Washington County Hospital 
SALISBURY 

Peninsula General Hospital 

MASSACHUSETTS 

ARLINGTON 

Symmes Arlington Hospital 
ATTLEBORO 

Sturdy Memorial Hospital 
BEVERLY 

Beverly Hospital... .. 
BOSTON 

Beth Israel Hospital. 

Boston City Hospital. . 


Boston Dispensary Hospit: il for Children 


Boston Lying-in ape ae 
Carney Hospital iia 
Children’s and Infants’ Hospital 
*Emerson Hospital......... 
Evangeline Booth Maternity 
and Home..... ; 
ee RPT 
Harley Private Hospital ....... : 
House of the Good Samaritan .... 
Long Island Hospital............. 
Massachusetts Eye and Ear Infirmary 
Massachusetts General Hospital 
Massachusetts Homeopathic 
Massachusetts Women's Hospital. 
New England Baptist Hospital..... 


New England Deaconess’ Association 
OS Er reer ae On 
New England Hospital for 


Children 

Peter Bent Brigham Hospital. 

Robert Breck Brigham Hospital... 

St. Margaret's and St. Mary’s Hospital. 
BRIGHTON 

St. Elizabeth’s Hospital. . 
BROCKTON 

Brockton Hospital......... 

Goddard Hospital... .. 


PE s06eheG6n09 
Hospital for eee d Children 60 
60 


University 


Hospital 


-—— epee hd 


Women and 


- 200 


90 


Sisters of 


90 


108 


190 
1891 
38 

5 











100 


BROOKLINE 
MUONS  Pemtmite)...c coccccceccccscecee oa 
Free Hospital for Women.......... coce OS 
CAMBRIDGE 
Cambridge City Hospital......... satecmcne 
Cambridge Hospital .........+.++s++0++ 160 
CHELSEA 
*Chelsea Memorial Hospital........ — se 
Soldiers’ Home in Massachusetts....... 220 
CLINTON 
Cee TEE, .cccrccccccescestiececs 85 
CONCORD 
CHa Meebas occ cc ccccseccsosoece 47 
FALL RIVER 
Fall River General Hospital........... 312 
St. Anne’s Hospital............ peeaces Se 
Truesdale Hospital....... Viettedakeuoes 125 
SE Es 6 bo bseoteesecvoneseases 176 
FITCHBURG 
EE Ns ogc cbeessencceeseeee 200 
FRAMINGHAM 
Framingham-Union Hospital........... 154 
GARDNER 
Henry Heywood Memorial Hospital..... 100 
GREENFIELD 
Franklin County Public Hospital....... 68 
HAVERHILL 
General Stephen Henry Gale Hospital.. 125 
*Hale Hospital...... Maman iweeenees 65 
HOLYOKE 
Holyoke City Hospital..........cccccce 150 
i Peer eee . 140 
LAWRENCE 
Lawrence General Hospital............ 150 
LEOMINSTER 
OS er rere ee 64 
LOWELL 
Lowell Corporation Hospital........... 113 
Lowell General Hospital............... 180 
es SE casa acdcceerecsonses 145 
LYNN 
ERASE ES eae eae Ber eee eee 203 
MALDEN 
ER EE 118 
MEDFORD 
Lawrence Memorial Hospital........... 101 
MELROSE 
EE ee ee 15 
New England Sanitarium and Hospital. 165 
MILFORD 
ee ee 55 
MONTAGUE CITY 
Farren Memorial Hospital.............. 70 
NATICK 
*Leonard Morse Hospital............... 57 
NEW BEDFORD 
x CS SG cc crsnnccceceneees 330 
NEWBURYPORT 
Anna Jaques Hospital................. 61 
NEWTON LOWER FALLS 
OO ee 179 
NORTHAMPTON 
Cooley Dickinson Hospital............ - 125 
NORTH ADAMS 
North Adams Hospital................ 100 
NORWOOD 
NE UL, cn da'en ct aecssdceesinn 100 
PEABODY 
Josiah B. Thomas Hospital............. 50 
PITTSFIELD 
House of Mercy een RB iaaeaea ween 221 
Wt EAD BEENEEED cccccccccescccccese MED 
QUINCY 
Quincy City Hospital.............. —— 
ROXBURY 
Hart Private Hospital................. 85 
Roxbury Hospital. .........ccccoece cnn 
SALEM 
North Shore Babies’ Hospital.......... 50 
eee esas Gee 
SOMERVILLE 
Baomervinte Woeepltal. .....cccccceccccccs 80 
SPRINGFTELD 
I i 200 
Shriners’ Hospital for Crippled Children 60 
Springfield Hospital................... 188 
Wesson Maternity Hospital............ 112 
Wesson Memorial Hospital............. 125 
TAUNTON 
*Morton Hospital..... prethaheeserensaca 75 
WALTHAM 
ees 150 
WARE 
*Mary Lane Hospital................... 45 
WESTFIELD 
2 ee eee 107 
WOBURN 
Charles Choate Memorial Hospital..... 58 
WORCESTER 
a ict oie eh agin biaiiaaid 400 
Were $=Teewtal..... .ccccccccccccccccs 65 
I i a 215 
St. Vincent’s Hospital................. 250 


Worcester Hahnemann Hospital........ 102 
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MICHIGAN 
ALBION 


James W. Sheldon Memorial Hospital.. 60 


ANN ARBOR 
St. Joseph’s Mercy Hospital........... 201 





University Hospital. ........cceseseeeel285 
BATTLE CREEK 
Battle Creek Sanitarium............... 1000 
Leila Y. Post Montgomery Hospital.... 100 
Nichols Memorial Hospital............. 100 
BAY CITY 
i i ona ccebecbweneneeees eee 180 
CADILLAC 
i pcocceenveenssesansedes 50 
DETROIT 
Children’s Hospital of Michigan........ 250 
*Detroit Eye, Ear, Nose and Throat 
DE . cxctcuesindeeeeemeieeedeees . 120 
Evangelical Deaconess Hospital ae 135 
SS Es waccos ckcceveneneneeene 397 
TNs 05200006080c0e08 er 
Henry Ford Hoapltal. ....cccccccccccce 455 
Jefferson Clinic and Diagnostic Hospital 55 
ae SO =e tiveee 
Michigan Mutual Hospital eRe ee 45 
Providence Hospital...... Sainddaonnaa 450 
a OU =r 
St. Joseph’s Mercy Hospital 
Ph, Ce PE, ccccccngesbeenssives 
Women’s Hospital ..... eveee 
FLINT 
eee oe 284 
*Women’s Hospital......... EE ron 63 
GOODRICH 
*Goodrich General Hospital...... sossace UF 
GRAND RAPIDS 
Blodgett Memorial Hospital............ 150 
Butterworth Hospital .....cccccccscces 290 
Se. MeO GROIN 2c cccccesese ne eETE 276 
HANCOCK 
He. Sema Mieeited occcccccccccccves 60 
HIGHLAND PARK 
Highland Park General Hospital ...... 152 
IRONWOOD 
Ty Wee GEG . . sasccnececeaens 50 
ISHPEMING 
TSS ee 46 
JACKSON 
OS OT OO rarer rere ostne— oe 
. A. Foote Memorial Hospital........ 129 
KALAMAZOO 
eS eee ne ee 113 
Bronson Methodist Hospital ..... veeee Ee 
weew. Bergess Tloepital ..cccccccceccec 118 
LANSING 
Edward W. Sparrow Hospital ......... 115 
St. Lawrence Hospital ....cccccccccccs 125 
MARQUETTE 
PEE bce eudsdeeseens nce 65 
MT. CLEMENS 
St. Joseph's Hoapital ....cccccece coces BO 
MUSKEGON 
Hackley Hospital ..... eee eee —es 
eae neenee 84 
Muskegon County Sanatorium ........ 52 
OWOSSO 
DEE DEE oc civccdecescncecsees 100 
PONTIAC 
*St. Joseph’s Mercy Hospital ......... » 90 
SAGINAW 
Saginaw General Hospital ..... re 
St. Mary’s Hospital ........ ieeesenee ae 
CUPSRR' SG TUG ccccccccccccecescccs 62 
WYANDOTTE 
Wyandotte General Hospital .......... 65 
MINNESOTA 
BRAINERD 
St. Joseph’s Hospital ........ detinietae 70 
CROOKSTON 
*Bethesda Hospital ........ cacigebeaeus 50 
St. Vincent’s Hospital ...........+.0+- 50 
DULUTH 
St. Luke’s Hospital .......c.cccccesees 286 
St. Mary’s Hospital .........-cccceces 280 
EVELETH 
More Hospital .....c.ccccecces $eenenns 35 
FERGUS FALLS 
St. Luke’s Hospital ...cccccccscccccces 50 
GRACEVILLE 
*Western Minnesota Hospital .......... 39 
LITTLE FALLS 7 
St. Gabriel’s Hospital .........-+.eeees 56 
MANKATO 
Immanual Hospital .....ccccccsccccess 75 
St. Joseph’s Hospital ..........seeeeees 140 
MINNEAPOLIS 
Abbott Hospital .....cccsccsccccccccces 106 
Asbury Hospital .......ccccccccccccves 168 
Hitel Hospital ....cccccccccccccccccece 134 
Fairview Hospital ........ccceeeeeeees 200 
Hill Crest ll Hospital idols cle aaah 72 
Lutheran Deaconess Hospital ........ - 150 
Maternity Hospital ..........sseeeeee - 141 
Minneapolis General Hospital ......... 634 
Northwestern Hospital ........-++++ cos Oe 
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St. Barnabas Hospital ............s00. 
St. Mary’s Hospital ....csccccosscccecs 250 
Shriners’ Hospital for Crippled Children 62 
Swedish Hospital .......cccsccccccsses 250 
University Hospital .......-scccccssees 500 
OAK TERRACE 
Glen Lake Sanatorium ................ 355 
ROCHESTER 
Bree 25 
Kahler Hospital ..........eeeeee- co 
St. Mary’s Hoapital ....ccccccccccccces 500 
Oe ee Perr ee 187 
ST. CLOUD 
St. Raphael’s Hospital ................ 84 
ST. PAUL 
ee  t«‘éRR eee re 1050 
Bethesda. Hoapltal ...ccccccccccccccces 124 
Charles T. Miller Hospital ............ 2 16 
Gillette State Hospital for Crippled Chil- 
CO EO TOE PET O ere 250 
Midway Hospital ...........-eee- neose 56 
Mounds Park Sanitarium ............. 138 
Northern Pacific Beneficial Association 
DE denasbeegst0 400s 00deevoensene 160 
ee rrr 115 
St. Joseph’s Hospital .......ccccecsees 250 
St. Lake's Hoapital ....ccccccccccecsess 185 
St. Paul’s Hospital .......ccccccsccees 110 
WADENA 
*Wesley Hospital .........sscccccvccers 0 
WARREN 
SWarren Hoapital ......ccccccccccccces 52 
WINONA 
Winona General Hospital ............. 139 
MISSISSIPPI 
em yy COLLEGE 
Z. George Memorial Hespital....... 44 
BILOXI 
*Biloxi Hospital .........-ccccccsescecs 38 
BROOKHAVEN 
“King’s Daughters’ Hospital ..........-. 53 
COLUMBIA 
Cetin Metettal 2... ccccccceccsnces 50 
CORINTH 
Metine Hoapltal 2... ccccseccccceseseces 70 
GREENVILLE 


King’s Daughters’ Hospital (White).... 116 
GULFPORT 


King’s Daughters’ Hospital ........... 125 
HATTIESBURG 
South crt DEE ocnscdecue 15 
HOUSTO 
oa DEE 6600ksdbcsenensesawes 50 
JACKSON 7 
Jackson InfirMary ...-.cccccccccccescs 75 
Mississippi Baptist Hospital .......... 83 
Mississipi State Charity Hospital ...... 100 
LAUREL : 
*South Mississippi Charity Hospital ..... 135 
MERIDIAN 
Dr. Hairston’s Hospital .............-- 39 
*Matty Hersee Hospital .........-++++. 110 
isath TAPROOT occ ccc ccccccseccccocees 5 
NATCHEZ 
Natchez Charity Hospital .......-..+-- 125 
SANATORIUM 
Mississippi State Sanatorium ......... 480 
TUPELO 
Tupelo Hospital .........+seeeeees con: a 
VICKSBURG . 
Mississippi State Charity Hospital ..... 115 
Vicksburg Infirmary ..........2+s+ee0: 50 
Vicksburg Sanitarium and antes 
Street Hospital ......cccrccccccccces 
WINONA 
*Winona Infirmary .....ccccccccccccccs 40 
MISSOURI 
BOONVILLE 
*St. Joseph’s Hospital ........+.++--+++ 15 
CAPE GIRARDEAU 
St. Francis Hospital ..........seseeee- 75 
COLUMBIA 
Boone County Public Hospital ......... 50 
University Hospitals, University of 
EE ik cenk da dae d ee ee dO8S $509 668 100 
INDEPENDENCE . 
Independence Sanitarium .........--+- 75 
JEFFERSON CITY 
St. Mary’s Hospital ..........--eeeeee- 60 
JOPLIN 
*Freeman Hospital ...........2eeeeeees 75 
St. Jolem’s Teapital ..ccccccccccccceses 100 
KANSAS CITY J 
Children’s Mercy Hospital .........--+- 135 
Kansas City General Hospital.......... 50 
Kansas City General Hospital (Colored 
DE .cceccdeecedenseeséeesebe oe 
Research Hospital ..........+-+- oaeeew 231 
St. Joseph’s Hospital ........ses-e+-e0: 193 
St. Luke’s Hospital .........-cceeeeses 190 
St. Mary’s Hospital .........-eeeseees 183 
Trinity Lutheran Hospital ............ 125 
Wheatley-Provident Hospital .........- 65 
MARYVILLE 
St. Francis Hospital ......cccccccccee 75 
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sT. JOSEPH 
Missouri Methodist Hospital ........... 200 
Se TEEN oa sesecececscocccessceue 90 
St. SD EEEEED cuccvcscsecesoose 200 
ST. LOUIS 
Alexian Brothers’ Hospital ............ 250 
Barnard Free Skin and Cancer Hospital 40 
I CE cca cceses setenesnnates 282 
DE. SEE avcacensdcoeenteeave 115 
CRETE, TENE «4.0.0 6000600sceccccece 100 
~~ rape Deaconess Home and Ho» 
BEUME ccccccccesenccesecccccccceeecce 
Frisco Employes’ Hospital ............. 100 
Jewish Hospital ........ Micinesewiae 301 
i PL, ss ccanchnwsegeees oe 200 
Missouri Baptist Sanitarium ......... 400 
Missouri Pacific Hospital .............. 300 
ree 200 
Sh, ME SEE on nauesdcceccceeees 341 
St. Louis Children’s Hospital ......... 143 
Ok, Ee Ge I gnc cc ceccsescn 900 
St. Louis City Hospital No. 2.......... 814 
St. Louis Maternity Hospital .......... 208 
St. Louis Mullanphy Hospital ......... 125 
PC cvcccnneandes aebaen 216 
Ph, Se OE sc cedeseccsancacas 123 
ek OS OO  *FEerr ere 240 
Shriners’ Hospital for Crippled Children 106 
MONTANA 
ANACONDA 
i, re CE ccc cccacanemeeatenals 73 
BILLINGS 
i Se DENIED. 6.54s45000600en0e 200 
BOZEMAN 
*Bozeman Deaconess Hospital .......... 70 
BUTTE 
oe Pe 116 
ee OS eee 165 
FORT BENTON 
, arr ee rT 46 
GLENDIVE 
Northern Pacific Beneficial Association 
aT ee hs cereal 
GREAT FALLS 
SO ie tn ena wed dake 150 
Montana Deaconess Hospital .......... 125 
HAVRE 
*Kennedy Deaconess Hospital .......... 47 
Sacred Heart Hoapital ......ccccccccce 52 
HELENA 
Rae rere 55 
. . ee re 60 
KALISPELL 
*Kalispell General Hospital ............ 60 
LEWISTOWN 
RO eee ee 90 
MILES CITY 
Holy Rosary Hoapital .........cccccece 120 
MISSOULA 
Northern Pacific Beneficial Association 
ED cneckenede aenb ache eneae ae 
es Te GEE viscaccucwnccaudes 140 
NEBRASKA 
ALLIANCE 
ne CEE 6660seseseneswas 65 
COLUMBUS 
i i IE . sp ccteacecddes viabon 208 
FALLS CITY 
8 OO er 34 
GRAND ISLAND 
SD EE ccccadetdetksxeeen 150 
LINCOLN 
Bryan Memorial Hospital ............. 68 
Lincoln General Hospital ............. 148 
*Nebraska Orthopedic Hospital ........ 125 
i PR 175 
OMAHA 
Bishop Clarkson Memorial Hospital.... 90 
Creighton Memorial St. Joseph’s Hospital 500 
Evangelical Covenant Hospital ........ 85 
PO DEE scccusscesoanedanns 120 
Nebraska Methodist Episcopal Hospital 
and Deaconess Home .............+. 225 
St. Catherine’s Hospital ............... 165 
University of Nebraska Hospital ...... 255 
Wise Memorial Hospital ............... 73 


SCOTTSBLUFF 
West Nebraska Methodist Hospital .... 65 


NEVADA 

EAST ELY 

Steptoe Valley Hospital ............... 48 
ELKO 

Elko General Hospital ................ 52 
RENO 

es. TNS oc cee ccccccccccs 50 

NEW HAMPSHIRE 

BERLIN 

BNE OO, RD oo ceenceccéccnacan en 60 
CLAREMONT - 

Claremont General Hospital ........... & 
CONCORD 

Margaret Pillsbury General Hospital.... 128 

New Hampshire Memorial Hospital..... 85 
DOVER 


Wentworth Hospital .................. 79 


GRASMERE 
oo a County General Hospital.. 125 

HANOVER 

“tay Hitchcock Memorial Hospital .... 140 


Elliot Community Hospital ............ 
LACONIA , - 

oa EES Se ae eee 63 
MANCHESTER 

ED ects kinda eceuiewon ee 30 

SR gn eee 90 

Hospital Notre-Dame De Lourdes ..... 85 

Sacred Heart Hospital ................ 85 
NASHUA 

Nashua Memorial Hospital ............ 90 

St. Joseph's Hoapltal ........cccccccccs 115 
PORTSMOUTH 

Portsmouth Hospital .................. 80 


NEW JERSEY 
ATLANTIC CITY 


Atlantic City Hospital ................ 230 
BAYONNE 
Bayonne Hospital and Dispensary...... 115 
BRIDGETON 
*Bridgeton Hospital ................... 94 
CAMDEN 
en en ae 255 
West Jersey Homeopathic Hospital. .... 278 


a a 
omeopathic Hospital of Es Cc t 10 
ELIZABETH Fen ere ‘ 


Alexian Brothers’ Hospital ............ 125 
Elizabeth General Hospital and Dis- 
ee ae eae 200 
St. Elizabeth Hospital ................ 160 
ENGLEWOOD 
Englewood Hospital ................... 285 
HACKENSACK 
Hackensack Hospital ............... .. 226 
HOBOKEN 
ee Te NN eo ccc wewedusaceece 450 
IRVINGTON 
Irvington General Hospital ........... 81 
JERSEY CITY 
ee ane 116 
Jersey City Hospital .................. 600 
Bt. Pramas Moeapltal 2... .ccccccccevescs 210 
LONG BRANCH 
Monmouth Memorial Hospital ......... 200 
MONTCLAIR 
Mountainside Hospital ................ 250 
MORRISTOWN 
OO ree 103 
Morristown Memorial Hospital ........ 168 
MOUNT HOLLY 
*Burlington County Hospital ......... . 104 
NEWARK 
I 35 
*Hospital and Home for Crippled Children 93 
Hospital for Women and Children...... 125 
Hospital of St. Barnabas ............. 136 
Newark Beth Israel Hospital .......... 120 
Newark City Hospital ................ 700 
Newark Eye and Ear Infirmary ...... 65 
Newark Memorial Hospital ............ 181 
Presbyterian Hospital ................ 84 
St. James General Hospital ........... 125 
St. Michael’s Hospital ................ 300 
NEW BRUNSWICK 
Middlesex General Hospital ........... 110 
St. Peter’s General Hospital ........... 106 
ORANGE 
*New Jersey Orthopedic Hospital and 
2 AES aka re 35 
Orange Memorial Hospital ............ 268 
i CO ND vincccedcccwsscces 158 
PASSAIC 
Passaic General Hospital .............. 22 
St. Mary’s Moapltal .......cccccccs os Sn 
PATERSON 
Nathan and Miriam Barnert Memoria! 
RE RGER eer Sea rege Sees 105 
Paterson General Hospital ............ 301 
ee ee ere 268 
PERTH AMBOY 
Perth Amboy City Hospital ........... 100 
PLAINFIELD 
Muhlenberg Hospital ............... . 195 
RIDGEWOOD 
Bergen County Hospital .............. 300 
SECAUCUS 
Hudson County Hospital ............ 206 
SOMERVILLE 
I i tcc ia pres inlaid ae 86 
SPRING LAKE 
Ann May Memorial Homeopathic Hos- 
pital 566604066660506 0004660 08 2060 eC6 5 
SUMMITT 
et ee so 
TEANECK 
Holy Name Hospital .................. 183 
TRENTON 
I ND ic sca da cdineeaneianke 210 
a SD GIN. ci wcenaweccsnnenc 287 
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Trenton Municipal Colony Hospital.... 






342 


William McKinley Memorial Hospital.. 145 
VINELAND 

Newcomb Hospital a taide ih Drea aie ee 82 
WEEHAWKEN 

North Hudson Hospital ............... 80 

NEW MEXICO 

ALBUQUERQUE 
*Atchison, Topeka and Santa Fe Rail- 

Sl DED vceacdcanceasanwesess< 70 

St. Joseph Sanatorium and Hospital.... 150 
CLOVIS 

*Atchison, Topeka and Santa Fe Rallroad 

DEN  g.anddn de 0nneseeseoweetorens< $2 

EAST LAS VEGAS 

*St. Anthony’s Sanitarium and Hospital. 68 
GALLUP 

i, i CO coscsnceddsesecueee 83 
ROSWELL 

Bt. Mary's Teempbtel 2c cccccccccccevcecs 60 
SANTA FE 

St. Vincent’s Sanatorium and Hospital. 85 

NEW YORK 

ALBANY 

Bee TO 6.06 66540000000806006 525 

Anthony N. Brady Maternity Home.... 120 
Beomportnl TEeepetes occ ccccccccocseccese 140 

ef "et ~ " aa 185 
AMSTERDAM 
Amsterdam Cae DEE ccasaceseeses 86 
Be, TEES TROMTNEE oc cccccccccsaceecces 100 
AUBURN 
Auburn City Hospital .............- . 16 
BATAVIA 
St. Jerome’s Hospital ...........-e+00+ 72 
~  « — Sper 65 
BAYSHORE 
SED TEOUTNRE occ ccccconcceesonse 54 
BINGHAMTON 
Binghamton City Hospital 406 
BRONXVILLE 
Lawrence Hospital .........cecccescces 100 
BROOKLYN 
Beth Moses Hospital .........-ceeeees 212 
*Bethany Deaconess Hospital ........... 100 
Brooklyn Eye and Ear Hospital ........ 82 
Peete BEOGEEE ccccoscecnceeeasccnce 294 
*Brownsville and East New York Hospital 152 
Bushwick Hospital .....csccscccesccces 116 
GCobeteminm Ts 005000060004 20toees 91 
Carson C. Peck Memorial Hospital ..... 110 
Coney Island Hospital ........... i) 
Cumberland Hospital st saeco alas 
Greenpoint Hospital .............++++:. 264 
Hospital of the Holy Family .......... 109 
House of St. Giles the Cripple ........ 100 
mes TRA  cccscdeccoccecsccessece Oe 
Kings County Hospital ..............+- 1809 
Kingston Avenue Hospital ............. 580 
Long Island College Hospital ........ 470 
Methodist Episcopal Hospital ......... 415 
Norwegian Lutheran Deaconesses’ Home 
ee SERN o.0.4n.000:0000 090000009099 203 
Prospect Heights Hospital and Brook- 
Bre NUT  ccccscncccésccceceeses 145 
St. Catherline’s Hospital ......... —— 
i. Dee TE 5 iccceccceessacesas 100 
St. Mary’s Hoapital ....0ccccccsces oe 20! 
Der EE ok i gacneceseeeees 250 
CEepeticts THOME cccccccccssccoccecces 80 
United Israel-Zion Hospital ........... 200 
Wycoff Heights Hospital .............. 175 
BUFFALO 
Buffalo City Hoeapltal .....ccccccsecces 863 
Buffalo Columbus Hospital............. 79 
Buffalo General Hospital .............. 400 
Buffalo Hospital of the Sisters of Char- :' 
OD 005 069060000600000000060 0800008008 215 
Coitran’s TRONS oc ccccesvcccveccics 135 
Demeemens TOE occccnsccccsvscccoce 215 
Emergency Hospital of the Sisters of 
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MINEOLA 
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SU” =a 

Community Hospital 

Fifth Avenue Hospital 2 

 " ) " " oa eenerera K 

French Benevolent Society Hospital.... 106 

Gouvermeur Hopital ......cccccccccess 210 
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New York City Hospital .............. 1060 
New York Eye and Ear Infirmary ..... 175 
New York Foundling Hospital ........ 305 
New York Homeopathic Medical College 

CE De TRPIEEEs bcc ccccecccocces 227 
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Mount Sinai Hospital.................. 58 
Norfolk Protestant Hospital........... 150 
Sarah Leigh Hoapital .......cccccccee 80 
PETERSBURG 

SS EEE 80 
PORTSMOUTH 

King’s Daughters’ Hospital ............ 80 
Parrish Memorial Hospital............. 50 
RICHMOND 
neem eh te ks ae cue we 50 
Johnston-Willis Hospital............... 90 


Medical College of Virginia, the Me 


morial, the Dooley, and St. Philip 
er ee eee 424 
PE BaP GD Bin ok ccbscccecccscece 100 
Se. BG BOOGEORE, 2. ccccsscceces 60 
OS ere er 81 
Sheltering Arms Hospital.............. 84 
EO rere 107 
Es vo ota oe cana ceenenes 50 
ROANOKE 
*Burrell Memorial Hospital............. 50 
Gill Memorial Eye, Ear and Throat 
EE cee end ok eaaeh ae ee dba ewe 25 
CO See 102 
i CR: on cad eeenn anne’ 66 
OS ere ree 110 
Shenandoah Hospital...............+.+. 60 
STAUNTON 
King’s Daughters’ Hospital............. 65 
SUFFOLK 
Oe SS 60 
WINCHESTER 
Winchester Memorial Hospital......... 125 
WASHINGTON 
ABERDEEN 
Aberdeen General Hospital............ 89 
Se Se BED ccccccteesreceses 70 
BELLINGHAM 
i, Pe Pe, os cckewtewweees 75 
ee EU Eee a 95 


COLLEGE PLACE 
Walla Walla Sanitarium and Hospital.. 39 


EVERETT 
CRs cv tends eédannecs ous 85 
Providence Hospital..............- oe 
HOQUIAM 
*Hoquiam General Hospital......... ea a 
LONGVIEW 
*Longview Memorial Hospital........... 94 
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OLYMPIA 
St. Peter’s Hospital 
SEATTLE 
Children’s Orthopedic Hospital 
Columbus Hospital 
*Minor Hospital 
*Norwegian Hospital 
Providence Hospital 
St. Luke’s Hospital 
Seattle City Hospital 
Seattle General Hospital 
Swedish Hospital 
Virginia Mason Hospital 
SHELTON 
*Shelton General 
SPOKANE 
Maria Beard Deaconess 
Sacred Heart Hospital 
St. Luke’s Hospital 
Shriners’ Hospital for 
dren—Mobile Unit 
TACOMA 
Northern Pacific Beneficial 
Hospital 
Pierce County Hospital 
St. Joseph’s Hospital 
Tacoma General Hospital 
WALLA WALLA 
St. Mary’s Hospital 
WENATCHEE 
Central Washington Deaconess Hospital 65 
St. Anthony’s Hospital 60 
YAKIMA 
St. Elizabeth’s Hospital 


Hospital 


Crippled  Chil- 


Association 


WEST VIRGINIA 
BECKLEY 


Beckley Hospital 
BLUEFIELD 

Bluefield Sanitarium 

St. i 
CHARLESTON 

*Kanawha Valley Hospital 
Mountain State Hospital 
New Charleston General Hospital 
CLARKSBURG 

St. Mary’s Hospital 
ELKINS 

Davis Memorial Hospital 
Elkins City Hospital 
FAIRMONT 

Cook Hospital 

Fairmount Hospital No. 3 
GLENDALE 

Reynolds Memorial Hospital 
HUNTINGTON 

*Chesapeake and Ohio Hospital 
Guthrie Hospital 
Kessler-Hatfield Hospital 
LOGAN 

Hatfield-Lawson Hospital 
o_o 

‘ity spi 
McKENDREE 

McKendree Hospital No. : 
MONTGOMERY 

Coal Valley Hospital 
MORGANTOWN 

*Monongalia County Hospital 
PARKERSBURG 
*Camden-Clark Memorial Hospital 
*St. Joseph’s Hospital 
PRINCETON 

Memorial Hospital 
RICHWOOD 

*McClung Hospital 
WELCH 

Welch Hospital No. 
WHEELING 

Ohio Valley General Hospital 
Wheeling Hospital 


WISCONSIN 
APPLETON 


St. Elizabeth’s Hospital 
ASHLAND 
*Ashland General Hospital 
St. Josenh’« spi 
DODGEVILLE 
St. Josenh’s 
EAU CLATRE 
Luther Hospital 
FOND DU LAC 
St. Agnes Hospital 
GREEN BAY 
St. Mary’s Hospital 
JANESVILLE 
*Mercy Hospital 
KENOSHA 
Kenosha Hospital 
St. Catharine’s Hospital 
LA CROSSE 
Grandview Hospital 
La Crosse Lutheran Hospital 
*La Crosse Methodist Hospital 
eo SOU ere 300 
MADISON 
Madison General Hospital 
Methodist Hospital 
St. Mary’s Hospital 
Wisconsin State General Hospital 


Hospital 
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MANITOWOC 
Holy Family Hospital 
MARSHFIELD 
St. Joseph’s Hospital 
MILWAUKEE 
Columbia Hospital 
Evangelical Deaconess Hospital 
*Hanover General Hospital 
Marquette University Hospital 
Milwaukee Children’s Hospital 
re PO, 2... ccandesshaceass y 
Milwaukee Maternity and General Hos- 
pital 
Misericordia Hospital.................. : 
Mount Sinai Hospital 
St. Joseph’s Hospital ; 
OT OS ee 
Sacred Heart Sanitarium 
NEENAH 
Theda Clark Memorial Hospital 
OSHKOSH 
St. Mary’s and Mercy Hospital 
RACINE 
St. Mary’s Hospital......... 
SUPERIOR 
St. Mary's Hospital 
WAUSAU 
St. Mary’s Hospital 
Wausau Memorial Hospital 
WAUWATOSA 
Milwaukee County Hospital 
Muirdale Sanatorium.................. 350 


WYOMING 

CASPER 

*Memorial Hospital of Natrona County.. 100 
CHEYENNE 

*Memorial Hospital of Laramie County... 125 
WHEATLAND 

Wheatland General Hospital 69 

CANAL ZONE 

ANCON 

Ancon Hospital 


HAWAII 
HILO 
Hilo Memorial Hospital 
HONOLULU 
Leahi 
eee OO” errr : 
Shriners’ Hospital for Crippled Children 
—Mobile Unit 


PORTO RICO 


SAN JUAN 
Presbyterian Hospital 


ALBERTA 

BANFF 

Brett Sanitarium 
CALGARY 

Calgary General Hospital... 

0 EO eer : 
CAMROSE 

St. Mary’s Hospital 
DRUMHELLER 

Drumheller Municipal Hospital No. 3.. 
EDMONTON 

Edmonton General Hospital 

Misericordia Hospital 

Royal Alexandra Hospital 

University of Alberta Hospital......... 
LAMONT 
Lamont Public 
LETHBRIDGE 
Galt Hospital 
MEDICINE HAT 
Medicine Hat General Hospital. 
RED DEER 

*Red Deer Municipal Hospital.......... 
VEGREVILLE 

Vercreville General Hospital 
KAMLOOPS 

Royal Inland Hospital 
NEW WESTMINSTER 

*Roval Columbian 
VANCOUVER 

Oe PN iin ccd csccesscnconda 300 
Shaughnessy Military Hospital 

Vancouver General Hospital 
VICTORIA 

Provincial Royal Jubilee Hospital 

St. Joseph’s Hospital 


Hospital 


212 


OS ne 2 


MANITOBA 
BRANDON 
Brandon General 
ST. BONIFACE 
St. Damifacn Meenttel..cccscsccssccccce SS 
WINNIPEG 
Children’s Hospital 130 
CR I, concen sas nndascansends 288 
Misericordia Hospital 
Muncipal Hospitals (King Edward Me- 
morial and King George)..........-- 36 
St. Joseph’s Hospital 12 
Shriners’ Hospital for Crippled Children 
—Mobile Unit 
Victoria Hospital 
Winnipeg General Hospital 


Hospital. . 


NEW BRUNSWICK 
CAMPBELLTON 
Hotel Dieu Hospital . 
RESTIGOUCHE AND BAY CHALEUR 
Restigouche and Bay Chaleur Soldiers’ 
i, 2. cehadeaneews : 
CHATHAM 
Hotel Dieu Hospital 
EAST ST. JOHN 
St. John County Hospital 
FREDERICTON 
Victoria Public 
MONCTON 
Moncton Hospital 
NEW CASTLE 
Miramichi Hospital....... 
ST. BASIL 
*Hotel Dieu 
ST. JOHN 
General Public Hospital 
Lancaster Hospital.... 
St. John Infirmary 
ST. STEPHEN 
Chipman Memorial 
WOODSTOCK 
L. P. Fisher Memorial 


Hospital! 


Hospital 


Hospital 


NOVA SCOTIA 

AMHERST 

Highland View 
ANTIGOSH 

St. Martha's Hospital 
GLACE BAY 

Glace Bay General Hospital. 

St. Joseph’s Hospital 
HALIFAX 

Children’s Hospital. . 
Grace Maternity Hospital. 

Halifax Infirmary 

Victoria General Hospital 
NBW GLASGOW 

Aberdeen Hospital 
NEW WATERFORD, 
*New Waterford General 
SYDNEY 

Sydney City 
YARMOUTH 

Yarmouth Hospital... 


Hospital 


‘Hospital. . 


Hospital 


ONTARIO 
BELLEVILLE 
*Belleville General Hospital... . 
BRANTFORD 
Brantford General 
BROCKVILLE 
Brockville General Hospital 
St. Vincent de Paul Hospital 
CORNWALL 
*Cornwall General Hospital. 
*Hotel Dieu aren 
FORT WILLIA 
McKellar ll 
GALT 
Galt Hospital 
HAMILTON 
Hamilton General Hospital... . 
Mountain Sanatorium...... 
St. Joseph's 
KINGSTON 
Hotel Dieu Hospital. 
Kingston General Hos pital. 
KITCHENER 
St. Mary's Hospital 
LONDON 
St. Joseph's Hospital. 
Victoria Hospital. ... 
NIAGARA FALLS 
Niagara Falls General Hospital 
OSHAWA 
Oshawa 
OTTAWA 
Ottawa Civic 
Ottawa General 
*Salvation Army 
OWEN SOUND 
General and Marine 
PETERBORO 
Nicholl’s Hospital . 
St. Joseph's Hospital. 
PORT ARTHUR 
St. Joseph's General 
ST CATHARINES 
St. Catharines’ General Hospital 
ST. THOMAS 
Memorial! Hospital. . 
SAULT STE. MARIE 
General Hospital 
SMITHS FALLS 
Smith’s Falls Public Hospital 
St. Francis General Hospital. . 
STRATFORD 
Stratford General Hospital. . 
SUDBURY 
St. Joseph's 
TORONTO 
Grace Hospital 


Hospital. 


Hospital. .. 


General Hospital 


Hospital 
Hospital. 
Hospital. 


Hospital. 


Hospital 


Hospital 


Hospital for Sick Children............. 262 





0 Ee 








106 


Riverdale Isolation Hospital............ 405 

St. Michael’s Hoapital....<.....scccceee 600 

Toronto General Hospital.............. 750 

Toronto Western Hospital..... ccmeoees 345 

Oe I PRT rr 100 

Women’s College Hospital............-. 80 
WALKERVILLE 

Metropolitan General Hospital......... 156 
WINDSOR 

Hotel Dieu of St. Joseph.............. 150 

Salvation Army Grace Hospital........ 124 
WOODSTOCK 

OO Ree 75 


PRINCE EDWARD ISLAND 


CHARLOTTETOWN 
Charlottetown Hospital................ 80 
Prince Edward Island Hospital........ 65 

SUMMERSIDE 
Prince County Hospital................ 58 

QUEBEC 

MONTREAL 
EE vc crendarcoesas bee 175 
Children’s Memorial Hospital.......... 130 
Homeopathic Hospital................+. 112 
Hospital Sainte Justine, Pour Les En- 

PE <~ 10 pcbe dete ebheksek set 6000-600 300 

Hotel Dieu de “Saint "Joseph bs as baiaeuae 400 
La Misericorde Hospital............... 380 
L’Hopital Notre Damé...............-- 300 


Montreal Foundling and Baby Hospital. 96 
Montreal General anaes, Central Di- 


WED gute ss5.6e06oneresse0nnngseeuwe 400 
Montreal General "Hospital, Western 
PL cance cenheweschveesecseccens 125 
Royal Victoria-Montreal Maternity Hos- 
MEE 005 06-06.66:5664.060066806000660606 808 
Shriners’ Hospital for Crippled Children 60 
QUEBEC 
POD, . cin sadanseneeseresneees 260 
Hotel Dieu du Precieux Sang.......... 252 
Jeffery Hale Hospital...... .......+.:. 125 
*St. Francois d’Assise Hospital.......... 100 
SHERBROOKE 
Hospital General St. Vincent de Paul... 300 
RN DN, oo occ enseesecesces 89 
THREE RIVERS 
ee SE PION, cw cicvccccsveccuesd 101 
SASKATCHEWAN 
CANORA 
Hugh Waddell Memorial Hospital....... 47 
HUMBOLDT 
, ~~ Ye ere eer ee 52 
MOOSE JAW 
Moose Jaw General Hospital........... 120 
Providence Hospital..........  ..ssceee 88 
NORTH BATTLEFORD 
ee eo ree 53 
PRINCE ALBERT 
Holy Family Hospital.................. 66 
aiid so ine. ip ak ae ae Oe aoe 71 
REGINA 
Regina General Hospital............... 250 
Regina Grey Nuns’ Hospital........... 208 
SASKATOON 
OS EE eee re: 
SS SCT eT eee ee ery: 250 
SWIFT CURRENT 
*Swift Current General Hospital........ 50 
ARMY 
DENVER, COLORADO 
Fitzsimons General Hospital............ 1848 
SAN FRANCISCO, CALIFORNIA 
Letterman General Hospital............ 750 
FORT SAM HOUSTON, TEXAS 
OS eer 800 
WASHINGTON, DISTRICT OF a 
Walter Reed General Hospital.......... 
EL PASO, TEXAS 
William Beaumont Hospital........... 403 
NAVY 
MARE ISLAND, CALIFORNIA 
United States Naval Hospital ......... 597 
SAN DIEGO, CALIFORNIA 
United States Naval Hospital.......... 530 
SAN PEDRO, CALIFORNIA 
United States Naval Relief Ship....... 567 
WASHINGTON, DISTRICT OF COLUMBIA 
United States Naval Hospital.......... 450 
GREAT LAKES, ILLINOIS 
United States Naval Hospital.......... 800 
CHELSEA, MASSACHUSETTS 
United States Naval Hospital.......... 628 
NEW YORK, NEW YORK 
United States Naval Hospital.......... 847 
LEAGUE ISLAND, PHILADELPHIA, PA. 
United States Naval Hospital.......... 500 


NORFOLK, VIRGINIA 
United States Naval Hospital.......... 816 
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PUBLIC HEALTH 
BALTIMORE, MARYLAND 


United States Marine Hospital......... 167 
BOSTON, MASSACHUSETTS 

United States Marine Hospital ........ 167 
BUFALO, NEW YORK 

United States Marine Hospital......... 97 
CARVILLE, LOUISIANA 

United States Marine Hospital......... 372 
CHICAGO, ILLINOIS 

United States Marine Hospital......... 127 
CLEVELAND, OHIO 

United States Marine Hospital......... 83 
DETROIT, MICHIGAN 

United States Marine Hospital......... 80 
ELLIS ISLAND, NEW YORK 

United States Marine Hospital......... 452 
EVANSVILLE, INDIANA 

United States Marine Hospital......... 54 
FORT STANTON, NEW MEXICO 

United States Marine Hospital......... 250 
KEY WEST FLORIDA 

United States Marine Hospital......... 40 
LOUISVILLE, KENTUCKY 

United States Marine Hospital......... 67 
MEMPHIS, TENNESSEE 

United States Marine Hospital......... 65 
MOBILE, ALABAMA 

United States Marine Hospital......... 90 
NEW ORLEANS, LOUISIANA 

United States Marine Hospital......... 250 
NORFOLK, VIRGINIA 

United States Marine Hospital......... 217 
PITTSBURGH, PENNSYLVANIA 

United States Marine Hospital......... 60 
PORTLAND, MAINE 

United States Marine Hospital......... 64 
PORT TOWNSEND, WASHINGTON 

United States Marine Hospital......... 100 
ST. LOUIS, MISSOURI 

United States Marine Hospital......... 70 
SAN FRANCISCO, CALIFORNIA 

United States Marine Hospital......... 320 
SAVANNAH, GEORGIA 

United States Marine Hospital......... 146 
STAPLETON, NEW YORK 

United States Marine Hospital......... 


VINEYARD HAVEN, MASSAC: HUSETTS - 
United States Marine Hospital......... 


VETERANS BUREAU 


ALGIERS, LOUISIANA 

Veterans Hospital 
AMERICAN aa, WASHINGTON 

Veterans Hospi 
ASPINWALL, PENNSYLVANIA 

ED CE cv ccccnceanncccecces Se 
ATLANTA, GEORGIA 

re 85 
AUGUSTA, GEORGIA 

eR ed ee eke knee 593 
BEDFORD, MASSACHUSETTS 

ere 480 
BOISE, IDAHO 

TE Ee: 5 
BRONX, NEW —_ 

Veterans Hospi 
CAMP CUSTER. MIG HIGAN 

I i oo oak ane dow seas 57: 
CASTLE POINT, NEW YORK 

Veterans Hospital ER eee eee 406 
CHILLICOTHE, OHIO 

EEE Pe 464 
DWIGHT, ILLINOIS 

COO OS ere 25 
EXCELSIOR SPRINGS, MISSOURI 

JO OU” eee 125 
FORT BAYARD, NEW MEXICO 

Veterans Hospital 
FORT a MONTANA 

Veterans Hospi 
FORT LYON, CoLoRAno 

Veterans Hos} 
GULFPORT, MISSISSIPPI 

OS OS rere rr 425 
JEFFERSON BARRACKS, MISSOURI 

J OS™ Sere 343 
KANSAS CITY, MISSOURI 

cas ea aaa aieieldn 200 
KNOXVILLE, IOWA 

I ele Sis views Save a ee 585 
LAKE CITY, FLORIDA 

Veterans Hospital............... eee 25 
LEGION, oo 

Veterans Hospi 
LIVERMORE, CALIFORNIA 

EO ee 306 
MAYWOOD, ILLINOIS 

Edward Hines Junior Hospital......... 1007 
MEMPHIS, —— 

Veterans Hosp 
MINNEAPOLIS, MINN. —FT. ae 

Veterans Hospit 
MUSKOGEE, OKLAHOMA 


rn 


i Dh <ssceeeenwadecene soe 355 
NORTHAMPTON, MASSA GHSEITS 

“<i  - =e | 
NORTH CHICAGO. ILLINOIS 

oe rrr rere 700 
NORTH LITTLE ROCK, ARKANSAS 

SE cs vesboecaaetannane 648 
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NORTHPORT, ~" aie NEW YORK 


Wehewams TReemitel... .ccccccsccccccccess 1000 
OTEEN, NORTH CAROLINA 

ona Sean cele w aidé-oe 42 
OUTWOOD, KENTUCKY 

oS SPT rere ee 75 
PALO ALTO, CALIFORNIA 

Fee 1610 
PERRY POINT, MARYLAND 

Veterans Hospi REE eer 68 
PHILADELPHIA,  ENNSYLVANIA 

Veterans Hospital SR err 16 
PORTLAND, OREGON 

Veterans Hospi a ee 145 
RUTLAND, MASSACHUSETTS 

IE ss ie kaw aman bo04 50.00% 420 
SAN FERNANDO, ‘CALIFORNIA 

Veterans Hospital iaknaie eG nie niopit-bawarded: a 30 
SHERIDAN, WYOMING 

0 Se eee 138 
ST. CLOUD, MINNESOTA 

WONG TIO «0000 ct scccccce omega 
SUNMOUNT, NEW YORK - 

ee $65 
TACOMA, WASHINGTON 

i oan wae eaelaiek oe ae 300 
TUCSON, ARIZONA 

i "Sra 
TUSKEGEE, = ame 

, it ee 658 
WALLA WALLA, WASHINGTON 

I, ee ek a ebekas eee 250 


WASHINGTON, DISTRICT OF COLUMBIA 

Veterans Hosp 2 ere 
WAUKESHA, WISCON SIN 

I de ii kaka ao Weekes 250 
WHIPPLE BARRAGKS, ARIZONA 

. | eae ere 600 


NATIONAL SANITARIUMS 


SOLDIERS’ HOME, CALIFORNIA 

Pacific Branch, National Home........ 250 
DANVILLE, ILLINOIS 

Danville Branch, * mene ae 263 
MARION, INDIAN 

Marion National , Se eT eee 1092 
NATIONAL SOLDIERS’ HOME, MAINE 

Eastern Branch, National Home....... 
NATIONAL MILITARY HOME, KANSAS” 

Western Branch, National Home....... 392 
DAYTON, OHIO 

— Branch, National Military 

V6nbObESS4640d86660O6EK eee i¥eee 1165 

NATIONAL SANITARIUM, TENNESSEE 

Mountain Branch, National Home...... 1144 
HOT SPRINGS, SOUTH DAKOTA 

Battle Mountain Sanitarium........... 
NATIONAL SOLDIERS’ HOME, ViniGiNIA’ 

Southern Branch, National Home...... 
NATIONAL HOME, WISCONSIN 

Northwestern Branch, National Home.. 941 

The following hospitals have been awarded 
honorable mention and are included in the 
list of Approved Hospitals for 1928. 


AUSTRALIA 


NEW SOUTH WALES 
Lewisham Hospital, Sydney 
Newcastle Hospital, Newcastle 
Royal Alexandra Hospital for 
Camperdown, Sydney 
Royal North Sydney Hospital, Sydney 
Royal Prince Alfred Hospital, Camperdown, 
Sydney 
St. Vincent’s Hospital, Sydney 
Sydney Hospital, Sydney 
VICTORIA 
Alfred Hospital, Melbourne 
Austin Hospital, Melbourne 
Children’s Hospital, Melbourne 
Melbourne Hospital, Melbourne 
Queen’s Memorial Hospital, Melbourne 
St. Vincent’s Hospital, Melbourne 
Women’s Hospital, Melbourne 


Children, 


HID 
Peking Union Medical College Hospital, 


Peking 
FRANCE 
American Hospital, Paris 


NEW ZEALAND 


Auckland Hospital, Auckland 
Cashmere Sanatorium, Christchurch 
Christchurch Hospital, Christchurch 
Dunedin Hospital, Dunedin 
Wellington Hospital, Wellington 


NEWFOUNDLAND 
Notre Dame Bay Memorial Hospital, Twi!- 


lingate 
St. Anthony Hospital, St. Anthony 


URUGUAY 
Gynecological Hospital (Pereira Rossell), 
Montevideo 
Maternity Hospital (Pereira Rossell), Monte- 
video 
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A department devoted to the informal discussion of problems 
arising in the everyday life of the hospital superintendent. 


{No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MODERN HOspPITAL will gladly welcome further com- 
ment by its readers on any of these problems, or the 
presentation of other queries for discussion in later 
issues.—Editor.] 


How Can Interns Be Brought to Meet Their Chiefs 
More Promptly? 


It is irritating to a visiting physician when he reaches 
the hospital to be unable to locate his intern promptly. 
Moreover, to make his rounds properly unless accom- 
panied by his resident officer is certainly a difficult and 
exasperating task for the chief. In some hospitals when 
the visiting physician registers “in” at the front door, 
an electric bulb is lit in his wards announcing that he 
is on the way to make rounds. But this system is not 
always satisfactory because the intern may be legiti- 
mately busy elsewhere in the institution and therefore 
will not promptly receive the message that his chief has 
arrived. 

Sometimes a clerk in the office of the hospital is in- 
structed to locate the intern when he observes the visiting 
physician entering the institution. 

In some institutions a call system controlled by the 
telephone operator satisfactorily locates the intern before 
his chief reaches the ward. 

The methodical visiting physician has little difficulty 
in locating the intern because he visits the hospital at a 
regular hour and the intern soon learns to be in his 
ward at that time. The physician who comes at meal- 
times is frequently irritated because his intern is slow 
in arriving, but he should not forget that perhaps a 
part of this delay is his own fault. 

The intern should be impressed with the fact that it is 
his first duty to be on hand when his chief makes his 
visits and that to allow anything of a personal nature 
to interfere with spending as much time as possible with 
the visiting physician is unwise. An honest desire on 
the part of the intern always to meet his chief will usu- 
ally solve this problem. 


How Can Consultations Be Promptly Secured? 


This is one of the troublesome problems that occur in 
the daily life of almost every hospital administrator. 
Delay in securing consultations is not always the fault 
of any one individual. The physician in making rounds 
may request his intern to arrange for a consultation with 
a fellow staff member or with a physician from another 
hospital service. Because the consultant may have made 
his rounds for the day or may be absent from the city, 
or because the intern has failed to make the proper 
arrangements the consultation is unduly delayed. 

On the other hand, an institution may possess a proper 


consultation form and routine, and yet through a com- 
bination of circumstances the patient does not receive 
promptly the benefit of the combined advice of the hos- 
pital’s physicians that he deserves. 

As to practical measures, some hospitals at the point 
at which physicians enter the institution have placed an 
electric registration board in which slots have been in- 
serted for the reception of telephone messages or con- 
sultation requests from other members of the staff. Again 
these consultation forms may be placed upon a board in 
the visiting physicians’ lounging room or office, and the 
physician may be encouraged to form the habit of always 
going there first to learn whether his services are desired 
by any of his colleagues in the institution. Also, con- 
sultation requests may be sent to the department upon 
which the desired consultant is a visitant. When this 
is done the head nurse in charge is responsible for bring- 
ing to the attention of the physician the fact that a 
consultation request has arrived for him. 

Whatever the system employed, it should be simple, 
efficient and time-saving, and should provide for the 
holding of true consultations, which consist in the pres- 
ence of both physicians concerned. Where emergency 
consultations are required the physician should be sum- 
moned by telephone and should respond promptly. No 
system will work properly unless the persons concerned 
are earnest and energetic in carrying out its provisions. 


How Can Unnecessary X-Ray Work Be Avoided? 


Hospital executives are everywhere asking themselves 
this question. They are justly alarmed at the apparently 
rising cost of the x-ray department. 

It is a sad but true commentary on the trend of 
modern medicine that physicians are more and more de- 
pending upon laboratories and other specialty diagnostic 
efforts in the hospital to make their diagnoses. Physi- 
cians, young and old, moreover, are too ready to refer 
cases to the x-ray laboratory for diagnosis when an 
estimate of the patient’s condition could have been ac- 
curately made through the use of the ordinary methods 
of physical examination. 

There is, however, a danger that if too strict rules 
are enacted in regard to the number and types of cases 
that may be referred for free x-ray study, patients who 
actually require this work may be slighted. It is there- 
fore not possible for rules to be passed that will always 
differentiate the necessary from the unnecessary case. 
Good judgment and proper consideration for the economic 
conduct of the hospital must frequently be the deciding 
factors. 

Nor is it always possible to regulate this matter, as 
has been suggested in a recent issue of THE MODERN 
HosPITAL, by requiring the x-ray request form to be 
countersigned by a paid resident physician. This officer 
is likely to make this act a perfunctory one, since he 
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knows nothing concerning the needs of the individual 
case. Cases referred from the dispensary constitute not 
a small proportion of the patients sent to the x-ray 
laboratory for free study. The social investigation of 
those in charge of the dispensary, should reveal whether 
the particular patient is able to pay an x-ray fee. 

The problem as it affects the semiprivate or private 
room service of the hospital is not so disturbing because 
much of the revenue earned by the x-ray department 
comes from these sources. On the other hand, the hos- 
pital should make certain that unnecessary work is not 
done even though the patient is abundantly able to pay 
for his x-ray studies. Unless a check upon the x-ray 
work prescribed for this type of patient is made, in- 
justice will be worked both to the patient and to the 
roentgen-ray laboratory. 

After all the answer to this problem lies in the hands 
of the visiting staff whose duty it is to instruct young 
physicians in the matter of independently making a di- 
agnosis in the average case, and only occasionally looking 
to the x-ray laboratory for confirmation. These latter 
remarks, while applying particularly to the medical divi- 
sion, refer also to certain of the surgical specialties. The 
proper treatment of fractures, however, demands that 
frequent access to the x-ray department be available. 


How Can the Dietetic and Occupational Therapy 
Departments Aid in the Work of the 
Prenatal Clinic? 


Sometime ago it was stated in THE MODERN HOSPITAL 
that these two hospital departments should be brought 
closely in contact with the out-patient work of the pre- 
natal clinic. It is necessary for the expectant mother 
to have some clear-cut ideas relative to the type of food 
that she should consume before her baby arrives. She 
should also be taught how to prepare the formulae and 
other types of infant food. Upon her visit to the pre- 
natal clinic much useful information can be imparted by 
the hospital dietitian to the expectant mother. This may 
be done while she is waiting to be examined or through 
the medium of regularly conducted dietetic classes at 
which food is prepared by the patient herself. Some- 
times as a reward for the interest she has shown she 
is allowed to consume this food for her lunch. 

Practical work of this sort may be life-saving later on. 
The washing and sterilizing of bottles and nipples and 
other similar lessons are easily taught at this time. 

The occupational therapist can also perform a useful 
service in this clinic. Instruction in the preparation 
of the proper clothes for the baby and mother offers 
the occupational therapist ample opportunity for render- 
ing a real service to these patients. Sometimes the hos- 
pital furnishes the material and presents the garments 
thus made to the patient when she has need for them. 

The correlation of these two departments with the pre- 
natal clinic has many possibilities for good. 


Should the Hospital Have a Museum of Health? 


A superintendent who is desirous of doing everything 
within his power to enable his hospital to perform both 
a preventive and curative community function has asked 
this question. It has been suggested that there should 
be placed on permanent display, in the corridor of the 
hospital, one or more showcases in which charts and other 
graphic illustrations of the nature and methods of pre- 
vention of disease might be displayed. In such an exhibit, 
graphs depicting the instance of tuberculosis, typhoid 
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fever and the contagions; photographs of proper sanitary 
living surroundings; information concerning the danger 
of flies and infected drinking water; photographs and 
wax representations of malignancy, with information as 
to its early recognition, might find a useful place. 

In other words, without taking advantage of the ele- 
ment of fear, the hospital may graphically depict to those 
who visit its dispensary, as well as te visitors to its in- 
patients, some public health principles that should be 
useful in ang campaign bearing on the prevention of 
sickness. 

There is much to be commended in such a step. The 
hospital must be a preventorium as well as a place of 
cure. Good taste and judgment, of course, should be 
employed in preparing such an exhibit. Gruesome de- 
tails, unless they be necessary to the teaching of the <e- 
sired lesson, should be omitted. Charts should not be 
made too complicated. The horrors of disease should 
not be exaggerated. There need be no suggestion of the 
dime museum in such an exhibit. 

THE MODERN HOSPITAL believes that a graphic presen- 
tation of the subject of the prevention of disease, insofar 
as the lay public is concerned, is often much more effec- 
tive than is casual or even careful comment on this 
subject by physicians, nurses and others. Would it not 
be possible for each hospital to have one dispensary day 
a week set aside for medical education, and would not 
first-hand health information thus imparted to patients 
be much more easily understood, with less danger of dis- 
tortion, than facts learned from reading more or less 
reliable magazines and newspaper articles? 


How Can Air Beds Be Repaired? 


This question was asked THE MODERN HOSPITAL by a 
superintendent of an institution who was apparently 
much disturbed because of the large original cost of air 
beds, and the frequency with which they are punctured 
with safety pins or become defective from some other 
cause. The price of air beds ranges from twenty-five 
dollars upward. Many of these mattresses are made of 
gutta-percha interwoven with fabric. Over this is some- 
times placed a canvas cover to protect the mattress. In 
this type of mattress it is difficult to learn the source 
of the leak, and just as hard to vulcanize or in some 
other way repair a puncture. Some firms offer a service 
that supplies inspection and expert advice as to whether 
repair is either possible or economical. Recently eight 
air mattresses were sent by a hospital executive to a local 
supply house for advice as to the possibility of repairing 
them. They cost thirty-five dollars each. Five were 
found to be worth salvaging at a cost of nine dollars 
apiece. 

Air mattresses made of pure rubber with a canvas cov- 
ering are more easily repaired. Here vulcanizing can 
be done in the same manner as is employed in the repair 
of automobile inner tubes. Leaking air valves are rather 
easy to remedy. 

Nurses should be informed as to the difficulty in repair- 
ing a pin puncture and cautioned about the ill effects 
of oils or acids that are brought in contact with rubber. 
An ingenious ambulance driver will often detect the loca- 
tion of the leak by immersing the mattress little by little 
in water. 

Unless some local facility for the repair of air mat- 
tresses is available it is wise for the hospital to seek 
the advice of a reliable hospital supply house as to the 
advisability of repairing these necessary adjuncts to hos- 
pital work. 
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Record Number of Hospital Heads 
Attend A. C. of S. Meeting 


ITH an attendance of hospital administrators 
VV larger than ever before in its history and with a 

program replete with topics of more than ordinary 
interest to hospital people, the eleventh annual Hospital 
Standardization Conference of the American College of 
Surgeons held its meetings at the Copley Plaza Hotel, 
Boston, October 8, 9, 10 and 11. At the first meeting 
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called to order by Dr. George David Stewart, president, 
American College of Surgeons, there were in attendance 
more than a thousand hospital people. 

The first speaker on the program was Dr. Frederic A. 
Washburn, director, Massachusetts General Hospital, who 
gave the address of welcome. Dr. Washburn told of the 
many fine hospitals in and around Boston, the facilities 
for teaching and the general hospitalization of the com- 
munity. Dr. Stewart next introduced Dr. Franklin H. 
Martin, director general, American College of Surgeons, 
who spoke on the “Health Inventorium in Approved Hos- 
pitals.” Dr. Martin told of the work that had been done 
in furthering the work of*the inventorium and the work 
that was contemplated. 

He was followed by Dr. Malcolm T. MacEachern, asso- 
ciate director, American College of Surgeons, who pre- 
sented the annual report of the Hospital Standardization 
Committee and announced the approved list for the com- 


ing year. Dr. MacEachern’s report was in printed form 
and was distributed to those present. He also had shown 
on a screen a series of charts with which was depicted 
the advancement that is being made in the betterment 
of hospitals throughout the country. 

Of interest to those present was the paper presented 
by Dr. W. S. Rankin, director, Duke Endowment. Dr. 
Rankin’s subject was “The Influence and Interest of the 
Duke Endowment in Hospital Standardization.” He out- 
lined the methods that had been formulated by the Duke 
Endowment, the plan that was being followed in the 
establishment of hospitals and the work—particularly the 
preparation of specifications and plans for the construc- 
tion work—that had already taken place. 

The last paper was presented by Dr. May Ayres 
Burgess, who in a limited space of time presented a par- 
tial report of what the committee on the Grading of 
Nursing Schools was doing. Dr. Burgess also had charts 
in which was graphically shown the work that is being 
done by her committee. An imposing list of celebrities 
discussed the papers: Dr. Charles F. Wilinsky, director, 
Beth Israel Hospital, Boston; Dr. William Darrach, Co- 
lumbia University, New York City; Mary M. Roberts, 
editor, the American Journal of Nursing, New York and 
Dr. Charles H. Mayo, the Mayo Clinic, Rochester, Minn. 
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Dr. Wilinsky discussed the standardization report while 
Dr. Darrach, Miss Roberts and Dr. Mayo discussed the 
report made by Dr. Burgess. 

On Monday afternoon Dr. Stewart again presided and 
presented Dr. Henry A. Christian, Hersey professor, 
Harvard University, who read a paper on “Missed Peda- 
gogic Opportunities Incident to the Usual Organization 
of the Resident Medical Staff of a Hospital.” Dr. Chris- 
tian gave his views on intern and resident training and 
work and contributed several definite and well worked out 
plans for the improvement of this work. 

The second speaker on the afternoon’s program was 
Dr. Willard C. Rappleye, director of study, Commission 
on Medical Education. Dr. Rappleye gave many inter- 
esting figures on the number of students now entering 
medicine, what might be expected in the future, the num- 
ber of those entering the specialties and the number 
studying general medicine, what steps were being taken 
in medical schools to bring about better means of select- 
ing students and other pertinent subjects. 

Dr. E. Murray Blair, Vancouver, B. C., was the third 
speaker and his subject was “Experimental Science 
Versus Imitative Art in Medicine.” Dr. Blair compared 
the two schools of teaching pointing out the advantages 
of both and also bringing in a note of warning for the 
exclusive use of either method of instruction. Due to 
illness Frank E. Chapman, director, Mt. Sinai Hospital, 
Cleveland, Ohio, was unable to be at the meeting and 
present his paper on the subject, “What Is the Role of 
the Hospital Administrator?” 


Many Hospital Problems Discussed 


Dr. C. G. Parnall, director, Rochester General Hospital, 
was the last speaker on the program with the subject, 
“Visual Methods in Conducting the Staff Conference.” 
Many new ideas were presented by Dr. Parnall in his talk 
and he demonstrated by illustrations just how the visual 
method was used in Rochester. Dr. Charles H. Young, 
director, Maine General Hospital, Portland, Me., and Dr. 
John T. Burrus, High Point, N. C., led the discussion. 

Dr. Joseph B. Howland, superintendent, Peter Bent 
Brigham Hospital, Boston, presided at the first meeting on 
Tuesday at which time the following subjects were dis- 
cussed: “The Educational and Economic Value of the 
Out-Patient Department in a General Hospital,” “Selec- 
tive Economic Basis for Out-Patient Service,” “Minimum 
Standards for the Hospital Social Service Department,” 
“The Operation of a Physical Therapy Department From 
the Scientific and Economic Standpoints,” and a general 
discussion of all the subjects led by Dr. Michael M. Davis, 
New York City, and Dr. Frank Granger, Boston. 

The program for Tuesday afternoon was conducted 
by Dr. C. W. Munger, director, Grasslands Hospital, 
Valhalla, N. Y., and was in the form of a clinic into case 
records in a hospital. Every phase of case records was 
gone into by authorities on the subject and much good 
was gained by those who attended this meeting. The 
following speakers were programmed: Dr. Ernest Leroi 
Hunt, director, surgical services, Worcester General Hos- 
pital; Dr. Harold W. Hershey, superintendent, Bridgeport 
General Hospital, Bridgeport, Conn.; Grace W. Myers, li- 
brarian emeritus, Massachusetts General Hospital, Bos- 
ton; Clara A. Doolittle, historian, Griffin Hospital, Derby, 





Conn.; Enna C. Black, record librarian, Grace Hospital, 
New Haven, Conn.; Dr. E. W. Williamson, chief field rep- 
resentative, American College of Surgeons; Dr. R. ©. 
Buerki, superintendent, State of Wisconsin Hospital, Mad- 
ison, Wis.; Edith M. Robbins, chief record librarian, 
Peter Bent Brigham Hospital, Boston, and Genevieve 
Chase, record librarian, Massachusetts General Hospital, 
Boston. 

Dr. Lewis A. Sexton, superintendent, Hartford Hos- 
pital, presided at the open forum that was conducted on 
Wednesday. Eight questions that had been especially 
chosen were discussed and the session proved to be the 
most interesting that was held. Professional efficiency, 
surgical efficiency, medical staff organization, follow-up 
work, appraisal of nursing service and several other 
topics called forth the views of the hospital administrators. 

On Wednesday afternoon Dr. George S. Derby, pro- 
fessor of opthalmology, Harvard University, presided at 
a meeting that dealt solely with ophthalmological, rhino- 
logical and oto-laryngological problems. Department 
heads, those interested especially in nose and throat 
hospitals and specialists in these diseases were in 
attendance. 


Mr. Fesler Conducts Small Hospital Session 


On Wednesday afternoon Paul Fesler, superintendent, 
University of Minnesota Hospital, presided at the small 
hospital meeting. Mr. Fesler, by his excellent manner 
of presiding, put much interest into the meeting and those 
on the program presented excellent papers. The small 
hospital was described as one with from twenty-five to 
a hundred beds and the problems discussed were all of a 
practical nature. General discussion of the papers was 
led by Dr. T. E. Reeks, superintendent, New Britain Hos- 
pital, New Britain, Conn., Ruth Brown, superintendent, 
Wyandotte Hospital, Wyandotte, Mich., and Dr. W. S. 
Rankin, director, Duke Endowment. 

The last session of the conference was held on Thurs- 
day morning with Fuller F. Barnes, president, board of 
directors, Bristol Hospital, Bristol, Conn., presiding. A 
paper, “The Care of Obstetrical Patients in General Hos- 
pitals,” was presented by Dr. James F. Taylor, Sioux 
City, Iowa. Other papers presented included: “The Care 
of the Convalescent Patient,’ Dr. John Bryant, Boston; 
“The Responsibility of the Hospital Administration in 
the Care of Fractures,’ Dr. Charles L. Scudder, Bos- 
ton; “The Responsibility of the Administration in the 
Care of the Injured,” Dr. Frederic A. Besley, Waukegan, 
Ill.; “Possibility of Postoperative Infections From Con- 
tamination of Water in Hospitals,” Dr. Arnold H. Kegel, 
commissioner of health, Chicago; “Beauty in the Hos- 
pital,” the Rev. C. B. Moulinier, executive director, Cath- 
olic Hospital Association. General discussion was ably 
handled by Thomas F. Dawkins, superintendent, United 
Hospital, Port Chester, and Boris Fingerhood, superin- 
tendent, United Israel Zion Hospital, Brooklyn. 

Many of the hospitals of Boston were visited by those 
attending the meetings and trips were made to various 
medical centers each day. The exhibit, held at the 
Statler Hotel, proved to be of interest to the hospital 
superintendents as well as to the surgeons who were at- 
tending the general meetings of the American College 
of Surgeons. 
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Occupational Therapists Offer Prizes 
for Wall Hanging 


The New York State Occupational Therapy Associa- 
tion is offering two prizes for the best design for a wall 
hanging to be submitted to the prize contest committee 
on or before April 15, 1929. A first prize of $25 and a 
second prize of $15 will be awarded. All entries should 
be addressed to Susan Colston Wilson, Brooklyn State 
Hospital, 681 Clarkson Ave., Brooklyn, N. Y. 

Contestants need not necessarily be members of the 
state association but any person or group professionally 
engaged in occupational therapy may compete either in- 
dividually or as a group. The entry will consist of a 
finished wall hanging and also a full sized line drawing 
of the hanging in waterproof ink on architect’s tracing 
cloth accompanied by a color key. The hanging may be 
executed in any medium using stitchery, applique, block- 
printing, batik, tapestry or a combination of any of these. 
The design must be original with the contestant. The 
finished wall hanging may be made by patients under 
the direction of the contestant. 

All entries will be exhibited and judged at the annual 
meeting of the state association in May, 1929. 


Last Unit of Children’s Hospital 
Is Completed 


The last of the new buildings which doubles the ca- 
pacity of the Children’s Hospital, Buffalo, N. Y., has been 
opened for use, completing a $1,600,000 program of addi- 
tions to the hospital facilities, according to Hospital 
Topics. The newest building is the out-patient department. 

The first portion of the new work to be completed was 
the power plant. The second building to be ready for 
use was the nurses’ residence with a hundred single rooms 
for student nurses, nurse supervisors and women 
interns. 

The third of the new buildings, the maternity depart- 
ment, was opened a few weeks ago. It has forty private 
rooms, a solarium, delivery suite, nurseries, kitchens and 
various smaller rooms. 

The out-patient department examines sometimes more 
than a hundred children a day. Laboratories are on the 
first floor of the building, the orthopedic clinics on the 
second, the receiving ward is on the third floor while the 
fourth floor is devoted to heliotherapy. 


Eight Chicago Hospitals Benefit by 
Will of Mrs. Blackstone 


Presbyterian Hospital and St. Luke’s Hospital, Chi- 
cago, are each to receive $106,000 under the will of Mrs. 
Isabella F. Blackstone who died September 30 at the age 
of ninety years. 

The Chicago Lying-In Hospital, the Children’s Me- 
morial Hospital and the United Charities are each be- 
queathed $50,000. The Provident Hospital and Training 








School, Chicago Home for Convalescent Women and 
Children and the Home for Destitute Crippled Children 
will receive $25,000 each. The Chicago Home for In- 
curables was left $20,000, and the William W. Backus 
Hospital, Nerwich, Conn., $25,000. 

Mrs. Blackstone, who was the widow of Timothy B. 
Blackstone, pioneer Chicago business man and one time 
president of the Chicago and Alton Railroad, left an 
estate valued at $2,020,000, of which $1,105,000 
was bequeathed to charitable, educational and religious 
institutions. 


Large Appropriations Made for 
New Veterans’ Hospitals 


General Frank T. Hines, director, the United States 
Veterans’ Bureau, stated recently that in addition to the 
hospitals operated by the Veterans’ Bureau, some 8,400 
beds are reserved for beneficiaries of the United States 
Veterans’ Bureau in hospitals operated by other govern- 
ment agencies. These beds plus those beds available in 
Veterans’ Bureau hospitals constituted on June 30, 1928, 
a grand total of 30,525. 

Since March 13, 1919, General Hines said, Congress has 
authorized to be appropriated the sum of $76,500,000 
for additional hospital construction, of which amount 
$68,500,000 has actually been appropriated. 

According to General Hines, construction work is in 
progress on three new projects, including a 261-bed hospital 
at Tucson, Ariz., a 300-bed hospital at Portland, Ore., to 
be completed in November, 1928; and the erection of 
facilities at Fargo, N. D., to house the regional office and 
to provide fifty-seven hospital beds for observation cases 
for those patients requiring but brief hospitalization, 
scheduled for completion in January, 1929. There remains 
but one other project to complete the program compre- 
hended under the $10,000,000 authorization for hospital 
construction approved March 3, 1925, that being the new 
400-bed hospital at Alexandria, La., now under contract. 





Babies’ Hospital in North Carolina 
Is Rebuilt 


The need for facilities for caring for sick babies in 
North Carolina was increased when the Babies’ Hospital 
at Wrightsville was destroyed by fire last year. Un- 
daunted by the catastrophe, work was immediately 
started on a new building, and this has recently been 
completed. 

The new Babies’ Hospital at Wrightsville is fireproof 
and fully equipped for pediatric work. There are large 
screened porches that overlook the ocean and two open 
roofs for sun baths. The building was financed by public 
contributions and is open to all physicians for the care 
of sick babies. 

The nursing staff is made up of nurses who have had 
pediatric training and arrangements have been made to 
give a graduate course of four months for those who 
desire special training. 
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New Veterans’ Hospital Opened 
—Others Planned 


Claims for death and disability compensation have been 
filed on behalf of practically 20 per cent of the men who 
served in the armed forces of the United States during 
the World War, and over 540,000 claims have been 
allowed, the value of which exceeds $1,234,000,000, de- 
clared the director of the Veterans’ Bureau, Brigadier 
General Frank T. Hines, in a speech at the opening of 
the Veterans’ Bureau Hospital at Bedford, Mass. 

General Hines said there are now fifty hospitals 
operated by the Veterans’ Bureau with a total bed ca- 
pacity of 22,112, and that during the last year there has 
been a net increase in beds in bureau hospitals of 1,302. 

The Veterans’ Hospital at Bedford cost approximately 
$1,642,000 to construct, including the purchase of the 
land. The hospital reservation comprises 276 acres, and 
the hospital has a normal capacity of 350 beds. It was 
initially opened for patients on July 17, 1923, and there 
are now being hospitalized 297 patients. General Hines 
pointed out that the newest ideas in construction have 
been incorporated in this plant, and that funds for addi- 
tional facilities were included in the $15,000,000 authoriza- 
tion of new hospital construction, approved May 23, 1928. 
Plans for this work are under way and include a 137-bed 
acute building, a shop building and two duplex officers’ 
quarters, the construction to cost approximately $330,000. 





Pennsylvania Supreme Court Gives 
Ruling on Compensation Cases 


A recent decision by the supreme court of Pennsylvania 
affecting compensation cases sets forth that “hospital 
treatment, services and supplies” furnished during the 
first thirty days after disability begins is unlimited, and 
that a ruling by the Workmen’s Compensation Board 
attempting to limit such liability to one hundred dollars 
is void. 

A further interpretation of these points is made by 
William A. Schnader, special deputy attorney general, as 
follows: 

“The ward rate charged to patients should be, as 
nearly as practicable, the actual cost of the service 
rendered. 

“In compensation cases these institutions, state hospi- 
tals, are entitled to collect from employers the cost of 
surgical, medical and hospital services and medicines and 
supplies furnished to injured employees, notwithstanding 
the fact that the injured employees would be entitled to 
free service, if their cases did not come within the pro- 
visions of the Workmen’s Compensation laws. 

“With regard to the amounts collectible by the hospi- 
tals, the situation is as follows: 

“During the first thirty days after disability begins the 
employer should furnish reasonable surgical and medical 
services, medicines and supplies, as and when needed. The 
cost of such services, medicines and supplies shall not 
exceed one hundred dollars. In addition to the above 
services, medicines and supplies, hospital treatment, serv- 


ices and supplies shall be furnished by the employer for 
the said period of thirty days. The cost for such hospita! 
treatment, service and supplies shall not in any case 
exceed the prevailing charge in the hospital. 

“Accordingly in computing the amounts of these 
charges the hospitals should include all items which they 
would charge to paying ward patients for similar services. 
These items would include the full ward rate plus charges 
for services of physicians or surgeons on the hospital 
staff, fees for the use of the operating room and of x-ray 
apparatus, if such charges are customarily made as a 
part of the cost of treating paying ward patients. The 
employer cannot, however, be required to pay any item 
which would not be charged against the patient if he were 
in the hospital as a paying ward patient. 

“If the hospital is required to furnish care and services 
beyond the period during which the employer is required 
to furnish such services, the hospital may charge the 
injured person with the cost of treatment unless the in- 
jured person is within the classes of persons who are 
entitled to free service in whieh case a charge could not 
properly be made under any circumstances.” 





To Vote on $50,000,000 Bond Issue 
for Hospitals 


It is reported in a recent issue of the Journal of the 
American Medical Association that the eight mental 
hospitals, run by the state of Pennsylvania, caring for 
an average daily population of 11,166 patients are over- 
crowded, and that some lack facilities to give modern care 
to the patients. 

The report says that in five of the hospitals conditions 
are so bad that the patients sleep in hallways, attics and 
basements, and that the space needed during the day for 
living quarters is crowded with beds. Many of these 
patients need rest and quiet more than anything else, but 
they are huddled together in rooms too small for proper 
exercise and recreation. The dining rooms are crowded. 
In three hospitals there is no separate provision for 
tuberculosis patients, and few of them have facilities for 
the care of contagious diseases. Furthermore, the report 
continues, the living quarters for physicians and others 
employed in the hospitals are so limited and uncom- 
fortable that resignations are frequent. 

The above explains the reasons for the $50,000,000 bond 
issue to be voted on in November. If the issue is accepted 
the money will be used for the purchase of land and 
equipment, and for the construction of new buildings. 





New Hospital Opened at Memorial 
Services in Tokyo 


A new hospital built with American funds was opened 
in Tokyo, Japan, as part of the ceremonies held in memory 
of the earthquake of 1923. It is called the Doai Hospital, 
and was built on the site of the Military Arsenal at Honjo 
Ward. Dr. Miura, who is to be director of the new in- 
stitution, has expressed great appreciation of the gift. 
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Looking back over 35 years... 


HEN a concern grows from a very modest 
beginning to leadership in its field 


.. . without ever resorting to exaggerated claims 
of superiority for its product; 


. .. without cutting the price to prominent users 
for the sake of securing their endorsement; 


. .. without forcing the sale of its product through 
trial selling or other unbusinesslike practice. 


When such a concern spreads its products through 
the civilized world, when its products are used both 
by eminent leaders of the medical profession as well 
as by obscure individuals in remote parts of the world; 


There’s a reason! 


Your dollar invested in Victor equipment pur- 
chases the best equipment which we in our long 
experience have learned how to make. Furthermore, 
that dollar is safeguarded for the future in the mat- 
ter of service by all the resources of this long-estab- 
lished organization. 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube L<e(\[>) Physical Therapy Apparatus, Electro- 
and complete line of X-Ray Apparatus Be ) cardiographs, and other Specialties 
c 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Illinois, U.S.A. 
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A GENERAL ELECTRIC ORGANIZATION 
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Where to Build Is Problem 
in Melbourne 


State authorities and medical men have for a number 
of years been puzzling over the hospital problem in Mel- 
bourne, Australia. There are two large hospitals that 
seem to be the center of the trouble. They are: the 
Alfred, which, at present, seems to be adequately enough 
equipped to meet the demands placed upon it, and which 
has plenty of room for expansion; and the Melbourne, 
which is located on a small plot of land and has already 
reached the limit of possible expansion. A research and 
medical center at a local university also enters into the 
discussion. 

It has been proposed that the Melbourne and Alfred 
hospitals amalgamate and form a Melbourne medical 
center on the site of the Alfred Hospital. This, however, 
would place the medical center at an inconvenient distance 
from the university. Therefore the only other alternative, 
the construction of a hospital and medical center on a 
five-acre plot adjacent to the university grounds, is being 
considered. 





Policies and Operation of Chicago 
University Clinic 


Following is a report of a special committee appointed 
by the Chicago Medical Society to confer with the Uni- 
versity of Chicago concerning the policies and operation 
of the University of Chicago Clinic: 

The university’s purpose in establishing and maintain- 
ing its clinics (including its hospital and out-patient 
clinic) is to obtain the clinical material necessary for 
teaching and research. This being the case, it will not 
expand its service to the public beyond the limits of this 
purpose. The development of the university clinics will 
accordingly be limited to the number of patients necessary 
for the university’s teaching and research activities. 

The university does not enter upon practice as a busi- 
ness for income per se. Hospital and ambulatory practice 
as a means of general income are considered to be beyond 
its scope. It does not undertake to exploit the pay depart- 
ments or the professors’ services as a means of general 
income for the medical school or for the hospital. 

The plan of operation at the present includes free 
patients, part-pay patients and pay patients. The free 
patients and the part-pay patients are admitted to the 
same service, and the only difference is their economic 
rating. The university will undertake to drop the designa- 
tion “pay-clinic” as applied to this service, in order that 
its economic status may be clear and the impression not 
be carried by its designation that the patients are paying 
fully for the service they receive. Patients in the private 
patient clinic will be charged fees commensurate with 
the usual charges made by physicians for similar services 
rendered to such patients. 

In the admission of free patients the university under- 
takes to use every reasonable precaution to avoid the 
abuse of medical charity, and to maintain proper ma- 
chinery for this purpose. 





The university prefers to receive patients referred by 
physicians; it will give preference to such patients and 
will as far as possible develop its practice in this dire 
tion. It will deal with the physicians referring cases 
according to the usual customs of the profession. It is 
felt that one of the most useful functions of the clinics 
will be to render diagnostic service for patients referred 
by physicians. The university is prepared to cooperate 
with the profession as fully as possible in developing the 
function. 





Record Librarians Meet With 
A. C. of S. 


A meeting of the Boston Association of Record Li- 
brarians was held in Boston, October 8 to 12, under the 
auspices of the American College of Surgeons which was 
at that time holding its annual conference. On Monday 
evening those in attendance were invited to attend the 
presidential meeting of the College of Surgeons. 

The Tuesday afternoon session, which was held at the 
Copley-Plaza Hotel, was a clinic on case records in hos- 
pitals, under the charge of the American College of 
Surgeons and directed by Dr. C. W. Munger, director, 
Grasslands Hospital, Valhalla, N. Y. In the evening a 
round table was conducted by Edith M. Robbins, presi- 
dent, Boston Association of Record Librarians, at which 
the following topics occupied the main part of the dis- 
cussion: Shall records be bound in volumes or in units? 
To whom shall records be accessible? Ways in which 
record librarians may be useful to one another; advan- 
tage of interchange of information. 

At the Wednesday afternoon session Minnie Genevieve 
Morse presented a paper entitled, “How the Small Hos- 
pital Can Maintain a Record System Acceptable to the 
American College of Surgeons.” The evening session 
was opened with an address by Miss Robbins which was 
followed by a few words from Dr. Henry A. Christian 
who was instrumental in organizing the first record li- 
brarians’ association. Mrs. Clara A. Doolittle, president, 
Connecticut Hospital Historians’ Association, and _his- 
torian, Griffin Hospital, Derby, Mass., next explained the 
reason for the organization of the Connecticut association 
and its functions. Other speakers at this session were 
Ellen V. Griffin, R.N., Cambridge Hospital, Cambridge, 
Mass.; Matthew O. Foley, editor, Hospital Management, 
Chicago; Mrs. Enna C. Black, historian, Grace Hospital, 
New Haven, Conn.; Genevieve Chase, chief librarian, 
Massachusetts General Hospital, Boston; Frances Ben- 
son, Bryn Mawr, Pa., and Dr. T. R. Ponton, American 
Hospital, Chicago. 

Frances Benson presided at a round table on Thursday 
afternoon, and Thurs::ay evening Mrs. Doolittle conducted 
a round table at which the gathering of medical and 
surgical statistics for reports, the advisability of forming 
a national association and, the standardizing of record 
clerks as regards the standardizing of records were 
discussed. 

On Friday afternoon Mrs. Grace W. Myers, librarian 
emeritus, Massachusetts General Hospital, Boston, con- 
ducted the opening of the “Question Box.” 
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OU 
WILL WANT IT 


HIS book will be sent to you free of 

charge. It has been pre pared by diet 
experts San the purpose of assisting the 
dietitian, the nurse, and the physici ian in 
their important work of preparing the best 
possible diet for the patient. 


The book contains suggested menus for 
different stages of convalescence and for 
normal house diets. These are tried and 
tested recipes for all the suggested dishes. 


Recommending the use of Evaporated Milk 
for every milk and cream use, “The Patient 
and The Diet” will give you definite and 
convincing reasons why food so prepared is 
more w heleonainn and more readily digestible. 


Send us your name and address. We 
will send you the second edition of this 
book free of charge. You will find it useful. 


yp gt a oT a 
p5a D-a b-d b-¢ D2 p3a 


da D 2 b.2 o.9 o. c dS 
Evaporated Milk Association, 992 Illinois Merchants Bank Building, Chicago 


Please send me free copy of the second edition of 
“The Patient and the Diet.” 
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State Associations Arrange 
Programs 


Great interest is being shown in the arrangement of 
state meetings this year throughout the United States 
and Canada. The Hospital Association of the State of 
Illinois will again meet with the Wisconsin Hospital 
Association in Chicago, February 20 and 21, at the Hotel 
Sherman and it is expected that more than 300 hospital 
administrators, department heads and trustees will be 
present. 

Last year the attendance at this meeting was 225, 
with more than 100 hospitals represented. The increased 
attendance looked forward to in February is based upon 
the fact that the meeting will be held directly following 
the meeting of the American Medical Association’s con- 
ference on medical education on February 17, 18 and 19, 
and during the week when the trustees of the American 
Hospital Association will meet. By this arrangement 
those attending the meeting in Chicago will be assured 
a better program than usual because many of the fore- 
most hospital authorities of the country will be on the 
program and the subjects that will be discussed will 
complement those that are discussed at the conference 
on medical education, thus making it possible for those 
in Chicago to attend first the sessions of the A. M. A. 
meeting and then those of the hospital associations of 
Illinois and Wisconsin. 

The Midwest meeting to be held again at Kansas City, 
Mo., February 22 and 23, directly follows the meetings 
in Chicago. This meeting has generally an attendance 
of more than 200 and last year had hospital superin- 
tendents from Missouri, Kansas, Oklahoma, Arkansas, 
Nebraska, Colorado and Iowa at the sessions. 

In March will be held the three-day session of the 
Pennsylvania Hospital Association at the Bellevue-Strat- 
ford Hotel, Philadelphia, the dates being March 12, 13 
and 14. This is the largest single state organization in 
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the country and for more than five years it has main- 
tained an attendance of close to 250 hospital people. The 
Pennsylvania Association alternates its place of meeting, 
every other year going to Pittsburgh. 

The Indiana Hospital Association meeting, another of 
the larger state meetings, has set its date for April 11 
and 12 at Indianapolis. The meeting last year was held 
at Indianapolis and was found to be so successful that 
it was decided to again hold forth in that city. 

It is expected that other state and sectional meetings 
will be announced within the next month. 





Dr. Winslow Speaks at Nursing 
Meeting in Chicago 


The Central Council for Nursing Education, Chicago, 
held a luncheon meeting in the Red Lacquer Room of the 
Palmer House, October 19. 

There was an attendance of between three and four 
hundred, made up chiefly of superintendents of nursing 
in different Chicago hospitals, members of boards of trus- 
tees and well known Chicago women who are active in 
furthering the objects of the council which are as follows: 
(1) to help standardize schools of nursing; (2) to ac- 
quaint young women graduating from high school with 
the scholastic standing of the best schools of nursing; 
(3) to assist hospitals in administrative problems rela- 
tive to nursing education; (4) to serve the community 
by making skilled nursing available to all classes; (5) to 
promote good will and understanding between boards of 
nursing schools and hospitals; (6) to inform the public 
of the need of endowment for schools of nursing. 

The speaker at the luncheon was Dr. C.-E. A. Winslow, 
professor of public health, Yale University, his subject 
being “Nursing as a Community Problem.” Mrs. Fred- 
eric W. Upham, chairman of the council, introduced Dr. 
Winslow, who gave an interesting talk on the development 
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On the invitation of its chairman, Dr. René Sand, Paris, and its secretary general, Dr. E. H. Lewinski-Corwin, New 
York, the executive committee of the International Hospital Congress met on August 29 at the headquarters of the 


League of Red Cross Societies, Paris. 





The congress will be held in Atlantic City, N. J., June 13, 14 and 15, 1929. 
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35 Meals 


Three Times a Day J 


From Each 


Ideal Conveyor 


A fleet of Ideal Electrics is used in the 
food distribution of the University of 
Chicago Hospital. The conveyors are pre- 
heated. The hot food is put into the 
heated containers and the temperature is 
maintained until service is completed. 


The remarkable success of Ideal Elec- 
tric food conveyor systems is due to ex- 
clusive patented features. No motor is 
used. Heat distribution is even and con- 
stant. And the food is not re-cooked. 


Elements are of our own no-burn-out 
type. Ordinary domestic current is suf- 
ficient. 


Ideal systems are built for hospital 
service only. They are designed to meet 
all the food service needs of any type or 
size institution. 


The layout of your rooms, departments, 
outdoor wards or cottages are of no con- 
cern. Ideals deliver the food fresh—(hot 
or cold)—just as it comes from the 
kitchen. 


Left. Ideals lined 
up for service at 
U. of C. Hospital. 
Below. An Ideal 
model similar to 
those used in this 
system. 











Ideals cut costs and improve service. 
Hundreds of superintendents and dieti- 
tians attest this. 


Our staff of trained specialists in hos- 
pital food service is at your call. Consult 
us at any time. 


The Swartzbaugh Mfg. Co., Toledo, Ohio 


Associate Distributor: 
The Colson Stores Co., Cleveland, Ohio 
with branches in 
Baltimore Chicago Boston Cincinnati Pittsburgh 
Buffalo Detroit New York Philadelphia St. Louis 
Pacific Coast General Office and Warehouse, Los Angeles. 


Operating Branch Sales and Display Rooms, 
San Francisco, Tacoma, Portland. 


deal 


Food Conveyor Systems 
Found in Foremost Hospitals 
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of public health and private duty nursing in America 
and discussed the present perplexing situation in regard 
to the nursing profession. “There is something funda- 
mentally wrong” he said “when half the members of a 
profession are discontented; this situation is uneconomic, 
it is wasteful, it is inefficient.” Dr. Winslow went on to 
say that group thinking is needed to solve the problem 
and emphasized that the demand is for higher quality not 
for increased quantity of nursing. 

Dr. Richard Olding Beard, University of Minnesota, 
who was among the guests of honor at the luncheon, also 
spoke briefly on the nursing problem. 





Rush College Professor Speaker 
at Dietetic Meeting 


Dr. Donald B. Abbott, associate clinical professor of 
medicine, Rush Medical College, Chicago, was the speaker 
of the evening at the meeting of the Chicago Dietetic As- 
sociation, October 17. The subject of Dr. Abbott’s talk 
was, “The Relation of Diet to Intestinal Disturbances.” 

The association is now making plans for a Midwest 
Dietetic Conference to be held in Chicago in January. 
This conference will follow along the lines of the Tri- 
State Conference held in Chicago last January. 





Catholic Group Has Successful 
Meeting in Iowa 


The seventh annual meeting of the Iowa-Nebraska Con- 
ference of the Catholic Hospital Association, held at 
Ottumwa, Iowa, October 29 and 30, was declared to be a 
great success by the officers of the association. 

The Rev. P. J. Mahan, S.J., regent of Loyola Uni- 
versity of Medicine, Chicago, opened the first session, 
and introduced the Hon. E. R. Mitchell, mayor of Ot- 
tumwa, who officially welcomed the delegates and offered 
them his aid in making the convention a successful one. 
The mayor’s address was followed by the president’s ad- 
dress, delivered by Sister Mary Giovanni, Ann Arbor, 
Mich. Dr. F. L. Nelson, Ottumwa, then spoke on “Com- 
munity Obligations to the Modern Hospital.” The morn- 
ing’s session was closed with a trip through St. Joseph’s 
Hospital where the meetings were held. 

Among the speakers at the Monday afternoon session 
was the Rev. C. B. Moulinier, S.J., executive director of 
the Catholic Hospital Association, whose address dealt 
with the psychology of hospital management as applied 
to hospitals of any size. A number of other interesting 
papers were presented, and following this session the 
guests were taken on a sight seeing trip through the 
city. In the evening the hospital gave a banquet for the 
Sisters and clergy. 

On Tuesday the session was opened with an address by 
the Rev. P. J. Mahan who spoke on “The Nursing School 
Curriculum.” Several members of the staff of St. Joseph’s, 
a number of medical men residing in Ottumwa and dele- 
gates from other cities presented various problems for 
discussion, which added greatly to the value of the con- 








vention. Among the subjects discussed at this session 
were: the means of maintaining hospital standardization 
the value of a guild to the hospital, obstetrical problems, 
the development of the student nurse, nursing problems 
in Iowa, the place of the purchasing department in the 
hospital and the problem of “selling” the hospital to the 
public. 





Dr. Bluestone Goes to Montefiore 
Hospital 


Dr. E. M. Bluestone, who for the past three years has 
acted as director of the Hadassah Medical Organization, 
Jerusalem, has been appointed director of the Monte- 
fiore Hospital for Chronic Diseases, New York, succeed- 
ing Dr. Ernst P. Boas. He will assume his new duties 
November 1. Dr. Bluestone will also be director of the 
Bedford Hills Sanitarium, Brooklyn, which is a branch 
of the Montefiore Hospital. 





News of Dietitians 


Martha Koehne, Ph.D., has resigned as supervising 
dietitian of Presbyterian Hospital, New York City, and is 
now a member of the faculty of the University of Ten- 
nessee, Knoxville. 

Mabel G. Flanley, consulting dietitian, has her office at 
547 Stimson Building, Seattle. Miss Flanley was for some 
time dietitian at Seattle General Hospital. 

Alene Snure, formerly assistant dietitian at Fifth Ave- 
nue Hospital, New York City, has accepted a position with 
the Alice Foote McDougal teashops. 

Una Crawford has been appointed chief dietitian of the 
Santa Rosa Infirmary, San Antonio, Texas, after having 
been at the Hermann Hospital, Houston, since its opening. 

Louise Keegan, recently dietitian at Polyclinic Hospital, 
New York City, and previously at Montefiore Hospital, 
has opened a confection business in New York. 

Alice Burke is assisting Eva Thallman, house manager 
of the Women’s City Club, New York City. Miss Thall- 
man was at Massachusetts General at one time and more 
recently at Presbyterian Hospital in New York City. Miss 
Burke was dietitian at Waterbury Hospital, Waterbury, 
Conn. 

Ruth Bowden has resumed her duties with Dr. W. D. 
Sansum at Potter Metabolic Clinic, Santa Barbara, Calif., 
after a few months’ stay with the California Fruit Grow- 
ers’ Exchange. Elizabeth Hayward, formerly dietitian at 
the Methodist Hospital, Los Angeles, succeeds Miss Bow- 
den at the exchange. 

Beulah Hulsibes has resigned as assistant dietitian at 
Presbyterian Hospital, New York City, to accept a posi- 
tion in Schraft’s restaurants. 





Oklahoma Hospital Is Sold 


Oklahoma Hospital, Tusla, Okla., has been sold by its 
founder and owner, Dr. Fred S. Clinton, to the Okla- 
homa Hospital Corporation, an organization of a group 
of Masons of Tulsa, according to a recent announcement. 
The institution has a capacity of sixty beds. 
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Bread and Milk Are Vital in Our Modern Diet 


rich in proteins of high quality which facilitate 
the maintenance of nitrogen metabolism; it is 
rich in carbohydrates which supply heat and 
energy ; spread with butter it contributes fat and, 
through the milk, provides vitamins and also 
calcium valuable for bone and teeth growth. 


deciding the child's daily diet, specialists are 
careful to prescribe right combinations of foods 
so that what islackingin oneis supplied by another. 
Young growing bodies need plenty of heat and 
energy producing food. White bread supplies 
this particular need in easily digestible form. 
The food value of bread is beyond question. 
Food substances fall into a number of general 
classes: proteins, vitamins, carbohydrates, fats 
and minerals. All these are necessary for the 
normal growth and development of the human 
body. White bread, made with milk and yeast, is 


Licensed doctors, dentists, dietitians and 
health officials, who have studied dietetics, are 
the key people who should direct the nation’s 
food intake, and are in danger of being supplant- 
ed these days by self-authorized food propa- 
gandists, faddists and psuedo-scientists. 


The purpose of this statement is to present scientific facts to offset misleading statements by 
food fakers. This statement has been submitted to and approved by a group of disinterested com- 
petent investigators in the field of nutrition, selected by the editor of The Journal of the American 
Medical Association. These investigators include Professors GRAHAM LUSK, E. V. McCOLLUM and 


LAFAYETTE B. MENDEL. 


(For complete information on nutrition see books written by these authorities.) 


Bread is the Great Carrier of Other Foods 
To help all those interested in knowing the truth, 


ote 


there has been published ‘“The Facts About Bread and 
Its Rightful Place in the Diet.” It is a compilation of 
authentic statements by eminent scientists and educa- 


tors. It is a little booklet that will accurately inform 
anyone interested in the diet. Send for your copy. 


This advertisement and the booklet “‘The Facts About Bread and Its 
Rightful Place in the Diet’? are published in the interest of broadcasting author- 
itative information about bread by Washburna Crosby Company, millers of Gold Medal Flour 


Copyr. 1928, General Mills, Ine 
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Mrs. GENEVIEVE CLIFFORD, formerly superintendent of 
the Ithaca Memorial Hospital, Ithaca, N. Y., has been 
chosen superintendent of the new hospital for communi- 
cable diseases at Syracuse, N. Y. 


Jacos P. BLANK has been elected superintendent of the 
Monongahela Memorial Hospital, Monongahela, Pa., fol- 
lowing the resignation of ADELAIDE M. LEwiIs. 


LEE C. GAMMILL has been appointed to succeed H. G. 
HARCROW as superintendent of the Baptist State Hos- 
pital, Little Rock, Ark. 


ADELINE My HuGHEs has resigned per position as su- 
perintendent ofthe Salem General Hospital, Salem, Ore., 
and has succeeded ERNEST G. McKay as superintendent of 
Passavant Hospital, Jacksonville, IIl. 


SUE GILLIN has tendered her resignation as superin- 
tendent of the Bradbury Memorial Hospital, Belfast, Me., 
and will take up a professional practice in Boston, Mass. 


CHARLOTTE JANES GARRISON has recently been appointed 
to fill the vacancy left by Dr. PAUL W. WIPPERMAN as 
superintendent of the Decatur and Macon County Hos- 
pital, Decatur, Ill. Miss GARRISON was once superin- 
tendent of the Broadlawns General Hospital, Des Moines, 
Iowa, and more recently has been in charge of the Chris- 
tian Welfare Hospital, East St. Louis, IIl. 


EMMA DALE WEsB, formerly superintendent of the 
Booth Memorial Hospital, Covington, Ky., has recently 
been appointed superintendent of the Roxbury Hospital, 
Boston, succeeding R. GAUDREAU. 


ELIZABETH GALLERY, formerly superintendent of La- 
trobe Hospital, Latrobe, Pa., has been designated as 
superintendent of the new Emergency Hospital, Annap- 
olis, Md., succeeding RUTH M. RHODEs. 


Mary F. BAKER has been appointed superintendent of 
the Union Hospital, Elkton, Md., succeeding EVELYN 
PIERSON, resigned. 


Dr. ARTHUR H. PERKINS has accepted the appointment 
as assistant superintendent of the Waterbury Hospital, 
Waterbury, Conn. 


ARTHUR O. BAUSS, assistant director, New York Home- 
opathic Medical College and Flower Hospital, New York 
City, has resigned. 

C. M. Trerrry, formerly matron at the Shaunavon 
Union Hospital, Shaunavon, Sask., has been appointed 
superintendent of the Miners’ Union Hospital, Coleman, 
Alta. 


HARRIET R. ANDERSON has resigned as superintendent 
of the Northern Liberties Hospital, Philadelphia, Pa., 
and NELLIE A. GEALT has been appointed to fill the 
vacancy. 


WILLIAM Stout, formerly superintendent of the Kansas 
State Hospital for the Insane, Larned, Kan., has died, 
according to a report. 


Dr. LINSLY R. WILLIAMS has retired as managing di- 
rector of the National Tuberculosis Association, and has 












been succeeded by DR. KENDALL EMERSON, Worcester. 


Mass. 






Dr. H. A. Burns, formerly on the teaching staff of the 
University of Minnesota Medical School, has been ap- 
pointed superintendent of the Minnesota State Sana- 
torium, Ah-Guah-Ching, Minn., succeeding Dr. P. M. 
HALL, deceased. 

















Dr. H. G. STEVENSON, formerly associated with the 
Bonnie Burn Sanatorium, Fanwood, N. J., has been ap- 
pointed superintendent of the Berks County Tuberculosis 
Sanatorium, Reading, Pa., succeeding KATHLEEN W. 
PURCELL. 







Dr. J. D. THoMAS has been appointed superintendent 
of the Clark County Tuberculosis Sanatorium, Spring- 
field, Ohio, succeeding Dr. EARL A. MARTIN. 






ALFORD R. HAzzarp, formerly of the United States 
Veterans’ Bureau: Hospital, Kansas City, Mo., has been 
appointed to succeed Dr. B. RUSH FIELD as superintend- 
ent of the Easton Hospital, Easton, Pa. 








RUTH CLYBURN has recently been appointed superin- 
tendent of the Corry Hospital, Corry, Pa., to succeed 
CLARA M. WIDDIFIELD. 







THOMAS B. H. ANDERSON, formerly superintendent of 
the Marine Hospital, New Orleans, La., has been appointed 
executive officer in charge of the United States Marine 
Hospital, Pittsburgh, Pa., succeeding C. H. GARDNER. 







Dr. FRANK B. FUSON has been appointed to succeed 
Mrs. C. C. GODDARD as superintendent of the Evergreen 
Place Hospital and Sanatorium, Leavenworth, Kan. 







Dr. MAsSon Comes has recently taken charge of the 
Wilson Hospital, Pineville, Ky., and the institution is now 
named the Pineville Hospital. 







Dr. STEPHEN O. WATKINS, formerly superintendent of 
the Wyoming Tuberculosis Sanatorium, Basin, Wyo., is 
reported to have resigned on account of ill health. 






JOHN S. MCCONNELL has resigned as superintendent of 
the Newcomb Hospital, Vineland, N. J. 






ANNE ZIMMERLY, R.N., has recently been appointed as 
instructress of nurses at Lake View Hospital, Chicago. 







Dr. W. C. BARTON, formerly in charge of the Albuquer- 
que Indian Hospital, Albuquerque, N. M., has accepted 
a position in Santa Fe, N. M. 







JOSEPHINE LACy has resigned as superintendent of 
Harber Hospital, Seminole, Okla., and is now associated 
with the clinic at the Navarro County Hospital, Corsicana, 
Texas. 








Dr. WILLIAM B. QUINN is the owner and manager of 
the new Quinn Private Hospital, Springfield, Ohio. 






Mrs. EMMA C. BERGMAN has resigned as superintendent 
of Resthaven Hospital, Mount Vernon, Wash., and has 
been succeeded by Mrs. LEo DAME MILLER. 






Dr JOHN WESLEY LONG of the Wesley Long Hospital, 
Greensboro, N. C., died recently after a short illness. 
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Here It Is! 


The New “Aervoid” Vacuum Irrigator, Guaranteed 
to Be Genuine Vacuum Insulated 


For Hypodermoclysis, Proctoclysis, Intravenous Ad- 
ministrations of Fluids; also Duodenal and 
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Ready for Use 





GUARANTEE 


We unconditionally 
guarantee this appara- 
tus to be insulated ex- 
clusively by high vac- 
uum, without any 
packing in the _ walls 
and that its thermal 
qualities will endure 
without the slightest 
loss of efficiency during 
the life of this long-life 
apparatus. 


The first cost is virtually the 
last cost. Durable construc- 
tion eliminates expensive re- 
placements. 


$18.00 each 


complete as _ illustrated. 


$16.50 each 





in quantites of six or more. 








Albany Hospital, Albany, 
N. Y. 


Beth Israel Hospital, New 
York City, N. Y. 
Broadlawns Hospital, Des 
Moines, Iowa 

Brooklyn Hospital, Brook- 
lyn, , a 

Chicago Lying In Hospital, 
Chicago, Ill. 

Good Samaritan Hospital, 
Cincinnati, Ohio 


Intestestinal Feedings 


Advantages 


Body temperature of all fluids is maintained 
from 1% to 2 hours by the wonderful thermal 
qualities of this apparatus. 

Made entirely of heavy gauge metal in one 
solid unit without glass or other detachable 
inserts, with rounded corners and wide neck 
opening to permit easy and thorough cleansing, 
and with every exposed metal part completely 
“Duro-Chrome” (improved process) plated. The 
“AerVoid” Vacuum Irrigator is practically in- 
destructible and withstands sterilizations by 
boiling or under steam pressure without cor- 
rosion, tarnish or chemical reactions. 

The capacity is 1500 cc. and the graduated 
gauge, made of Pyrex glass, indicates the ex- 
act quantity of fluid dispensed. 

The heavy rubber cap is attached to the ap- 
paratus with a “Duro-Chrome” plated chain 
preventing its loss. The durable Bakelite “T” 
connects the gauge with the irrigator and the 
rubber tubing. Being of Bakelite, it resists 
commonly-used acids, and may be sterilized 
repeatedly without injury resulting. 

The simplicity of design and operation, sani- 
tary construction, great durability and lasting 
beauty have won for the “AerVoid” Vacuum 
Irrigator instant favor and wide-spread adop- 
tion in hospitals and by the medical profession. 


A partial list of the users of the 
“AerVoid” Vacuum Irrigator 


House of Mercy Hospital, 


Pittsfield, Mase. 


Jewish Hospital, Brooklyn, 
we Be 


Long Island College Hospi- 


tal, Brooklyn, N. 


Mary Immaculate Hospital, 


Jamaica, N. 
Mercy Hospital, Chicago, III. 
Mercy Hospital, Pittsburgh, 


Pa. 
Methodist Episcopal Hospi- 
tal, Brooklyn, N. Y. 


Miami Valley Hospital, Day- 
ton, Ohio 

Mount Sinai Hospital, New 
York City, N A 

Mullanphy Hospital, St. 
Louis, Mo. 

Ohio State University, Col- 
umbus, Ohio 

Presbyterian Hospital, Chi- 
cago, Il. 

Presbyterian Hospital, New- 
ark, J. 

Presbyterian Hospital, Pitts- 
burgh, Pa. 
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Cross-Section Explanation 


i—Hanger for suspending 
Irrigator. 

2—Chain attaching rubber 
cover to Irrigator. 

:—Grip to rubber cover. 

i—Rubber cover—snug fit- 
ting. 

5—Reinforcing ribs in 
outer shell. 

6—Inner metal shell. 

7—Vacuum chamber. 

8—Outer metal shell. 

9—Sanitary rounded corn- 
ers of inner shell. 

10—Reinforcing ribs in 
outer shell. 

1i—Flat bottom. 

2—Metal gauge clamp. 

3—Pyrex glass gauge, 
graduated to 1500 ce. 

14—Bakelite “T” Connector, 
slipped over metal 
spout. 
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Roosevelt Hospital, New 
York City, N. Y. 

St. Elizabeth Hospital, Chi- 
cago, Ill. 

St. Johns Hospital, Tulsa, 
Okla. 

St. Josephs Hospital, Mem- 
phis, Tenn. 

St. Lukes Hospital, Denver, 
Colo. 

St. Lukes Hospital, St. 
Louis, Mo. 
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Providing TT Sinaia Care 
for the Modest Purse’ 


By JANET M. GEISTER, R.N. 


Director at Headquarters, American Nurses Association, New York 


gether in these modern days it is not long before 

the conversation arrives at the subject of how 
much it costs to be sick. A relates that his boy’s ap- 
pendix cost him $800, while B complains that his wife’s 
confinement took all the money he had saved toward a 
new car. C states that it will be a year before he gets 
caught up after paying the bills caused by a broken leg. 

Although all three are grateful that there are x-rays, 
and laboratories and delivery rooms offering a_ service 
that insures to mankind a greater security than was avail- 
able a few decades ago, none of them has a clear idea 
of why his sickness bills are so high. 

When A, B and C begin to discuss their nursing bills 
they all talk at once “Forty-two dollars a week each for 
two nurses and twenty dollars extra for their board! 
It’s outrageous!” They are appreciative of the security 
their loved ones received through continuous nursing serv- 
ice but they cannot forget that after the acute stage of 
the patient’s illness had subsided the nurses did more or 
less sitting around. “Why, the night nurse slept half the 
night but at the end of the week I had to write out my 
check for $104 just the same,” B fumes. 

Most of us recognize that a $100 a week nursing bill 
added to a hospital bill and a doctor’s bill and all the 
other bills that come with sickness is a matter of genuine 
hardship to the moderately circumstanced patient. If the 
patient happens to be the wage earner of the family the 
situation may bring real privation within that family. 

If we ask A, B, and C, what is to be done about the 
high cost of nursing the invariable answer is: “Make 
the nurses reduce their charges.” And A, B, and C are 
not alone in offering this prescription; it is the stock 
cure-all offered. “Put all nurses on a maximum basis of 
$5 a day,” cries one highly placed authority, “take away 
their diplomas if they charge more, and your nursing 
problem will be solved.” 

The implication is that the private duty nurse is a 
profiteer without regard for the finances of her patient. 
The truth is that if private duty nurses in establishing 
their rates did not consider the finances of the general 


W cctner in two or three people are gathered to- 





*Read before the Hospital Association of Pennsylvania, Pittsburgh, 
March 28, 1928. 


average of patients their rates would be much higher. 
Twenty thousand questionnaires from ten different states 
revealed to the Committee on the Grading of Nursing 
Schools that the private duty nurse’s annual income is 
the lowest of all nursing groups. She averages $1,314 a 
year. Four months out of every year are spent in wait- 
ing—a day here, a week or a month there—for A’s boy 
to have appendicitis or B’s wife to have a baby. 

Do A and B pay for the nurse’s availability when their 
need for nursing suddenly occurs? They do not, any more 
than they pay for the availability of the hospital bed 
that must always be in readiness for them. But the 
hospital is an organized unit whose rapid turnover in 
beds and variety of services enable it more readily to 
absorb the overhead of an empty bed. The nurse whose 
whole output and activity is the day’s work of herself, 
carries alone, without the aid of any other department, 
all losses connected with every day’s unemployment. She 
pays the cost of her availability to A and B and C. Under 
our present system it is essential that she be unemployed 
a part of the time to be ready for their unexpected, 
unpredictable demands. 


A Twofold Problem 


The matter of furnishing the patient with the quantity 
and quality of nursing care he needs at a moderate cost, 
and at the same time insuring the nurse a reasonable 
income and reasonable working conditions, is giving the 
nursing profession deep concern. We are concerned both 
for the patient who purchases nursing service he can ill 
afford and for the one who needs it but goes without 
because his means do not permit it. 

We are concerned too with the system that offers to the 
hospital patient but two types of nursing service—the 
possible two hours he gets daily from the general floor 
duty nurses or, if he needs more than this, the continuous 
service he gets from the special nurses he must employ 
personally. Laboratory, x-ray and drug room facilities 
are all available to the patient in the quantity he needs 
but his nursing comes to him only in two types of pack- 
ages, one containing two or three hours of service, the 
other a full twenty-four hours. 

A’s son with appendicitis may need but eight hours of 
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actual nursing service out of every twenty-four. A, how- 
ever, being a wealthy man desires his son’s nursing at- 
tention to be in keeping with the $100 a week room he 
occupies. He has no quarrel with anyone if he wishes 
to pay for more hours of care than he actually needs. 
But with B and C it is different. They cannot afford to 
pay for anything that is not actually needed. If their 
nursing needs are for continuous service for forty-eight 
or seventy-two hours, but after that for decreasing 
amounts, is it not possible to offer them a package of 
nursing somewhere between the two or three hour unit 
and a full twenty-four unit? That is one of the questions 
we are asking ourselves to-day with increasing frequency. 


Present System Unsatisfactory 


We know that the present system is unsatisfactory; 
that no amount of treatments of its symptoms will bring 
about lasting cure. We know our present utilization of 
private duty nursing service is wasteful, and that the 
patient and the private duty nurse pay the prime cost of 
this waste. If anyone doubts there is waste let him 
count the hours spent in corridors and rooms by special 
duty nurses. The nurse is scolded, but is it her fault? 
We believe that only through the minimization of this 
waste of both off duty and on duty hours and through a 
more effective utilization and distribution of nursing 
service can we bring any real solution to the so-called 
nursing problem. 

And in terms of patients A, B, and C, just what does 
this mean? It means primarily two things. First, we 
must learn what are a patient’s nursing needs in terms 
of the amount of nursing service his type of illness re- 
quires and approximately at what hours in each twenty- 
four it will be required. Second, we must so organize 
our machinery that it will be possible to give the patient 
the amount of nursing service he actually requires when 
he needs it. 

Is it not time for us to stop talking about the nursing 
problem and learn what is the nursing problem? Of 
course, when we talk about the nursing problem we may 
be speaking of it from any number of angles. We may 
be at the peak of our sickness load for the year and thus 
find it difficult to get enough nurses. Then our immediate 
problem is a temporary shortage of special duty or floor 
nurses. Or we may be at serious odds with those respon- 
sible for the education of the student nurse and our nurs- 
ing problem to us becomes one of “over education.” Or 
we find any number of other things wrong with the nurs- 
ing situation. But the most acute problem in nursing 
to-day as it affects patient, doctor, hospital administrator 
and nurse alike is that of supply and demand. 

What kind of nursing do our patients need? How 
much of it? Under what circumstances can this be given 
to them? How can we keep the cost within the means of 
the average patient and yet make the field sufficiently at- 
tractive to hold the right women? 

The question is frequently asked: How many nurses 
are needed in a general hospital of 100, 200 or 500 beds? 
It is my opinion that the answers given are based on 
guessing, sometimes fairly adequate guessing, but never- 
theless guessing. We cannot answer this question until 
we know how much and what type of nursing different 
types of patients require. 

Dean Annie Goodrich of the Yale University School of 
Nursing says: “There are probably few studies more 
immediately important than those through which may be 
determined with a reasonable assurance of accuracy, the 
nursing care that should be provided for patients of all 
ages, demanding a variety of nursing procedures.” 
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Our present system is to establish a certain minimun 
called general floor duty, to which all patients, excep 
those critically ill, are eligible. When a patient requires 
anything beyond that, or thinks he does, the next step is 
continuous twenty-four hours of nursing service with a 
trebling of his costs. This, in my opinion, constitutes an 
important contributing factor to the high cost of nursing. 

This is not meant as a criticism of the hospital. If 
criticism is indicated it should be directed toward the 
system that all of us have permitted to develop. 

We know the kind of care the average pneumonia or 
maternity or postoperative appendectomy patient requires, 
but we do not know how much he requires. Our wel! 
organized visiting nurse associations have found through 
time studies approximately the amount of time that is 
spent in providing different types of nursing care. The 
Cleveland Visiting Nurses’ Association, for instance, 
knows that its average postpartum care takes fifty-eight 
minutes and costs $1.95. Prenatal visits average twenty- 
one minutes and cost $1.04. The average bedside nursing 
case consumes twenty-eight minutes and costs $1.13. 

Where a maternity delivery service is maintained by 
such organizations the average number of hours spent by 
the nurse in the home during the patient’s labor and de- 
livery has been computed and the cost of the service 
estimated from this. In the large number of associations 
furnishing small units of nursing service to patients 
paying the full cost, the charge to the patient is on an 
hourly basis, hence the term “hourly nursing.” 

Happily we have the beginnings of research along this 
line in the hospital. A notable recent study was conducted 
at Yale University School of Nursing. It is published 
under the title, “Time Study of Nursing Procedures Used 
in the Care of a Variety of Surgical Cases.” Only the 
minimum essentials of care were estimated, such as 
routine morning and evening care plus treatments and 
medications ordered by the doctor. Some thirty separate 
procedures were timed more than 300 times. 

Gladys Sellew, Children’s Hospital, Cleveland, published 
in the American Journal of Nursing, February, 1927, the 
results of time studies made in the nursing care of chil- 
dren in that hospital. 

The findings of all these studies are extremely illumi- 
nating and point the way toward a more accurate solution 
of the problem of distribution of nursing service than has 
been possible heretofore. 


Immediate Action Demanded 


But in considering ways and means of nursing our 
patients in terms of their needs rather than in terms of 
the traditional system, are we to wait until research tells 
us in accurate terms how many minutes of nursing we 
must provide for each type of case? It does not seem so, 
for while as an academic proposition we might proceed 
with greater surety to remedy the conditions if we waited 
until all possible research had been completed, yet the 
need of relief is so immediate and our present knowledge 
is such, that surely we are justified in applying a remedy 
at once even though it is on experimental lines. 

All about us in business and industry there is demon- 
strated daily how by reducing cost a product may be 
brought within the reach of the largest number of con- 
sumers. The automobile is no longer a luxury to be 


afforded only by the wealthy. Rather, through the elimi- 
nation of waste and centralization of workers under one 
efficient management, it has become available to large 
numbers of people at a price that does not cause them to 
grumble. 

In all other departments of the hospital we are accus- 
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For instance, the patient 
does not provide his own x-ray apparatus but purchases 
what his doctor prescribes from a common supply of 
equipment and staff maintained by the hospital, and sold 
to him by the hospital in the quantity and at the time he 


tomed to unified organization. 


needs it. Similarly, the hospital does not require the pa- 
tient to provide his own operating room and staff. Rather 
it maintains as many operating rooms as are needed and 
sells the use of them with the services of the staff to the 
patients for the time they are needed. 

In the distribution’ of student nursing service this same 
unification of service under one central management is 
customary. It is only in the type of care the patient 
now gets under what is called special duty nursing that 
this unification of service does not occur. - 

Therefore, just as we supply the principle of organiza- 
tion in all the other departments of the hospital, does it 
not seem reasonably safe to extend it throughout all of 
its nursing service without waiting until research gives 
us the precise number of minutes each type of patient 
may need? Can we not, indeed, make research a by- 
product of our early experimentation? We are all famil- 
iar with the axiom that we “learn by doing.” It seems 
obvious that an approximate knowledge of the number of 
patients a graduate nurse can safely care for in an eight 
or nine hour period will be determined soon after we 
begin to try it. 

What should such organization involve? 
simplest terms it would mean: 

1. Organization by the hospital of its own gradudate 
nursing service with a reserve staff, in cooperation with 
the local registry, for peak loads of illness and for emer- 
gencies. 

2. The hospital, free to select its own staff and set its 
own standard of work, would be responsible for this nurs- 
ing work. 

3. This nursing service would be distributed to the 
patients in the quantity and quality the doctor feels is 
necessary for his patient, one nurse to two or three or 
four patients, or one nurse for one patient. 

4. The nurse would be employed by the hospital and 
assured regular employment, regular hours for rest and 
recreation and a reasonably shorter day than appears 
possible under present circumstances. 


Reduced to its 


Group Nursing Reduces Waste 

Does this mean group nursing as the term is used 
to-day? We do not know. Group nursing is to-day our 
most important single experiment in the line of organized 
graduate nurse service. Though the various schemes of 
group nursing vary considerably, the common purpose of 
all of them is to. minimize waste and reduce cost. The 
effort is toward a better distribution of nursing service. 

In some hospitals like St. Mary’s, Rochester, Minn., 
the nurse is employed regularly on a monthly or an 
annual basis and the patient contracts with the hospital 
for her services. In other hospitals a nurse is called 
in in time of stress to look after two, three and even four 
patients. When they no longer require her services she 
goes back to her free lance status until the next similar 
group appears. These types are both called group nurs- 
ing, though obviously they offer two different types of 
service to both patient and nurse. 

The underlying principle of group nursing that has 
been found successful through eight years’ trial at 
Rochester, and through shorter periods at the University 
Hospital, Ann Arbor, Mich., and other hospitals, is that 
the hospital organizes its own nursing staff and furnishes 
it to the patients in units of one-quarter, one-third and 
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one-half, or all of the nurse’s time. The patient pays 
in accordance with the amount of nursing service he 
uses. At Ann Arbor and at one of the Seventh Day 
Adventist hospitals near San Francisco, the patient is 
told upon arrival that his room charge does not include 
nursing. His nursing charge is separate. This is true 
in a number of other hospitals, including St. Mary’s, 
Duluth, Minn. 

Whether or not any one of these forms of group nurs- 
ing is to be our ultimate answer to this question, it seems 
inevitable that, if we are to meet adequately the nursing 
needs of our moderately circumstanced patient, we must 
look forward to an organized service administered by the 
hospital. No one is particularly enthusiastic over the 
idea. It means a complete revision of the tradition that 
the patient who needs more than a certain minimum of 
nursing must have continuous service. Once upon a 
time this may have been true but to-day we know that 
many of our patients do not require continuous service 
though they may need six or eight hours a day. 

The patient may insist on it as he insists on a private 
room when his finances indicate a ward bed, but we are 
told by such authorities as Sister Domitilla and Shirley 
Titus that once the average patient has an intelligent 
understanding that he will fare just as well, he is entirely 
agreeable to the idea. 


Ultimate Success Is Assured 

Many experiments in group nursing have been unsuc- 
cessful or only moderately successful. One reason I be- 
lieve is that they were not truly organized units of the 
hospital, the experiment being conducted on a free lance 
basis. Too, it is so radical a change from a fifty-year 
old custom that only through education and experiment 
can final success be achieved. Many flights across the 
ocean have been unsuccessful, but who doubts that we 
shall live to see the day of safe flight to Japan or France? 

The fact is that the growing demand from moderately 
pursed citizens for less expensive sickness care is forcing 
us to consider how to eliminate nursing waste, how to 
reduce nursing costs, how to make more nursing care 
available to the average patient. Clearly our present free 
lance system of distribution of graduate nursing service 
is not the answer. 

Someone says increase the size of our training schools. 
There is also a growing body of opinion that it is less 
expensive to operate a graduate nursing staff than to 
operate a well conducted training school. Is it not about 
time, too, that we give some thought in producing our 
supply of graduate nurses to the demand for this service? 
All over the country private duty nurses have passed 
through one of the longest periods of unemployment in 
their history. Periods of unemployment have been on the 
increase in the past few years. The nurses are thinking 
harder and more clearly on the subject of supply and 
demand than ever before. It is a question that in the 
last analysis is of vital concern to the patient, for his 
nursing security lies in a well organized, happy force 
of nurses. 

While our primary aim may be reduced costs there are 
numerous other factors that need to be considered in our 
study of the nursing problem. The hospital administrator, 
using many special duty nurses, though he may fully ap- 
preciate the necessity of an integrated staff, faces daily 
and weekly a great turnover in the workers within his in- 
stitution. The tendency to shorten the hospital stay of 
patients increases this turnover. More than two-thirds 
of the nurses answering questionnaires in a New York 
State study of nursing were doing special duty, in hos- 
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pitals at the time of their report, and 50 per cent of 
them reported cases of one week or less in duration. Some 
of these nurses worked in three and even four different 
hospitals during the week of the study. Some of them 
had trained in fifty-bed hospitals in small towns and were 
called on special duty in 300 and 500 and 800-bed hospitals 
in large cities. Some, trained in large hospitals, municipal 
or private, were on duty in every type of institution but 
the kind in which they had received their training. 

While the essential technique of nursing care may be 
the same in every hospital, the policies and methods of 
work, staff interrelationship and administrative customs 
differ in every institution. The difficulties of these con- 
stant adjustments to both administrators and special duty 
nurses are many. In one hospital clean linen is issued 
regularly and delivered to the special duty nurse in the 
patient’s room. In another the nurse must find the head 
nurse, explain her needs and obtain her supply. In an- 
other there is no real policy in regard to the issuance of 
linen and the special duty nurse must purloin what she 
needs at advantageous moments. If the nurse accustomed 
to purloining linen tries that method in an institution 
where linen is issued on requisition, it is not difficult to 
imagine what happens. 


Why Friction Occurs 


This same lack of uniformity prevails in regard to other 
things the nurse must obtain for her patient. The hos- 
pital administrator justly resents the special duty nurse 
who enters his institution with a chip on her shoulder. 
On the other hand, what put the chip on her shoulder in 
the first place? It is scarcely to be wondered at that fric- 
tion between the administration and the special duty 
nurse often occurs. Certainly the patient does not profit 
when the head floor nurse and his special nurse are at 
odds over such questions as the issuance of supplies or 
relief at meal times. And this kind of friction occurs 
most frequently where the relationship between the ad- 
ministration and the special duty nurse is not clearly out- 
lined through organization. It is to the credit of human 
tolerance that the friction engendered by so haphazard 
a system does not work more destructively than it does. 

We believe much of this can be obviated through the 
organization of a graduate nurse staff whether it be for 
experimentation in group nursing or for general floor 
duty. In a recent article on group nursing many ad- 
vantages were listed including “greater stability and 
permanence of the nursing staff and promotion of order 
and regularity throughout the hospital.” 

We do not underestimate the administrative difficulties 
of such an undertaking. Many hospital buildings, for 
instance, do not readily lend themselves to a group nurs- 
ing scheme. To offset this, some hospitals set aside one 
floor or section to this plan. Numerous hospitals now 
under construction are being built with group nursing 
in view as the major form of nursing service. 

Probably the two greatest difficulties involved in any 
program for organizing graduate nursing service under 
hospital management in sufficient quantity to meet the 
usual nursing needs of patients are: the cost to the hos- 
pital not only in salaries for nurses but also in salaries 
for additional supervision; the thought and care that 
must be expended when any group is organized for serv- 
ice. Organizing a nursing staff involves far more than 
simply gathering together a group of individuals. 

In discussing costs it is obvious that the hospital can- 
not, from an economic viewpoint, have enough nurses 
always on hand to care for every emergency. But every 
hospital knows or can learn what is its average case load, 
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when peaks occur and what types of care different sea- 
sons of the year call for. 

In one hospital of 450 beds, for instance, the graduate 
nurse service was so completely organized that there were 
at the time of visit but sixteen special nurses on duty 
while in another similar hospital at the same time there 
were seventy-five special nurses. Is there not a reason- 
able point between these two examples from which the 
hospital administrator can depart in organizing to meet 
the nursing needs of his patients? 

Any industry or business or school system organizes its 
personnel to carry its average load of work. Could not 
the hospital do likewise? For the unexpected, unpredict- 
able demands would it not be possible to have in cooper- 
ation with the local official nurses’ registry, a reserve 
corps of nurses? We are urging registries to organize as 
a reserve group, nurses who have married and retired and 
who are ready to help in time of need, nurses who want 
to work but two or three days a week and any other 
type of nurse who is ready to give a part time or full 
time service on a reserve basis. The nurses’ registry 
should be a community nursing bureau to which the 
hospital, the doctor, and the patient may turn for nursing 
aid, confident that his request will be met. The hospital 
that has a close and harmonious relationship with the 
local registry should be able to obtain from it the reserve 
corps it needs. 

As for the actual cost of maintaining an organized 
staff in relation to the income it provides, little can be 
definitely stated because our known experience is so lim- 
ited. We are firmly convinced on one point, however. 
When the moderately circumstanced patient finds it pos- 
sible to purchase nursing service in packages to suit his 
needs, which we believe would include stark necessities 
plus a fair degree of comfort, more and more will he 
purchase this additional service he now too often buys at 
a price he cannot afford or else goes without. We are all 
familiar with the economic principle that as the price of 
a commodity comes within the reach of the moderate 
purse the number of purchasers increases. The cost 
question seems to reduce itself primarily to one of volume. 
When enough people purchase nursing on this basis the 
income tends to balance outgo. 


Association’s Scope Broadens 


Just a few years ago the primary object of the Visit- 
ing Nurse Association was to furnish skilled nursing serv- 
ice free to the sick poor. When it made this service 
available to the moderately pursed man by charging him 
cost the service broadened to include both free and pay 
cases. The growth in visiting nurse associations since then 
has been phenomenal, and we find that the degree of 
self-support in these agencies has increased in propor- 
tion. 

Shirley Titus, University Hospital, Ann Arbor, Mich., 
states that in her group nursing plan even though pa- 
tients were charged but $4 a day for nursing service the 
hospital’s only losses were in providing vacations and sick 
leaves for the nurses. If the patient were charged enough 
more to create a reserve for these even then the cost would 
not be disproportionate. At St. Mary’s, Duluth, the report 
was that a balance in favor of the hospital occurred at 
the end of the first experiment. 

A well known superintendent of nurses says it is her 
experience that group nursing can be administered more 
economically than the operation of a nurses’ training 
school, “provided,” she adds, “that the training school is 
operated as it should be.” 

We have a number of factors to consider in organiz- 
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Hyperacidity of gastric 
contents is not so much 
an indication of over- 
production of acid as 
of failure of neutral- 
ization. 


Reeg eimos! 

















Neutralization in Gastric Acidity 


“Phillips’ Milk of Magnesia” promptly counteracts 
hyperacidity, acidity of the mouth and other obvious 
manifestations of acidosis. When the natural factors 
of neutralization (food, saliva, secretion of the pyloric 
end of the stomach and regurgitation of duodenal con- 
tents through the pylorus) fail to neutralize the gastric 
content, there is a need for “Phillips’ Milk of Magnesia.” 
A given quantity neutralizes almost four times as much 
acid as a saturated solution of sodium bicarbonate and 
nearly fifty times as much as lime water. Further it 
has the additional merit of being a laxative, a quality 





of importance since constipation 
is so frequently the underlying 


ASSURANCE cause of hyperacidity. 


Hospitals at all times 
are assured a uniform- 
ity of quality and effi- 
cacy by avoiding imita- 
tions. “Phillips’ Milk 
of Magnesia” bears our 
registered trade mark. 
Insist upon it by name. 
Obtainable in 4-ounce 
(25c bottles), 12-ounce 
(50c bottles), and 3- 
pint hospital size from 
druggists and supply 


PHILLIPS Milk 

















“Milk of Magnesia” has been the U. S. Registered Trade Mark of The Charles 
H. Phillips Chemical Co. and its predecessor Charles H. Phillips since 1875. 
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ing a graduate nurse staff. We know that private duty 
nurses do not as a rule eagerly accept hospital floor duty. 
We have the anomaly of idle nurses waiting for work 
while across the street stands a hospital with floor posi- 
tions going begging. There are several reasons for this. 
First, we have the nurse who wants to continue free 
lancing. She believes her independent method of work 
to be the most desirable of all, not realizing that this 
so-called freedom is frequently bondage of the most 
genuine variety. 
in picking and choosing she binds herself to all the hard- 
ships of irregularity. 

We cannot be too critical of her, however. Since nurs- 
ing from its inception has been conducted on the free lance 
principle, it is natural that so well grounded a habit of 
practice cannot immediately be changed. Another prob- 
lem in organizing a graduate nurse staff is well stated 
by Mary M. Roberts, editor, the American Journal of 
Nursing, in the April issue of that magazine: 

“Graduate nurses, generally, do not like general or 
floor duty. Why? Because an astonishing condition has 
been allowed to develop. Any bedside nursing in hos- 
pitals, except special duty nursing, is looked upon by most 
graduate nurses as student work. It is as if it were the 
surroundings of the private patient that exalted the serv- 
ice from student to graduate rank, whereas only a demon- 
stration of skill and fitness should be permitted to do that. 
Many superintendents of nurses frankly state that they 
prefer student service to graduate service. 

“What is the use of graduating nurses if their service 
is not more skillful, more valuable in every way than that 
of students? Why do nurse administrators prefer stu- 
dents to graduates? Because much thought has been put 
into the organization of schools and comparatively little 
into the organization of graduate service. The time has 
come for a radical change in thinking.” 

We believe Miss Roberts has struck on a vital weakness 
when she says, “Comparatively little thought has been put 
into the organization of graduate service.” 


What the Nurse Wants 


From the thousands of questionnaires that have come 
to the Committee on the Grading of Nursing Schools we 
have learned what it is the nurse wants in her working 
conditions. She wants first and foremost regularity— 
regularity in work, life, and in reasonable hours. She 
wants a reasonably adequate income, constructive leader- 
ship and opportunities for growth. 

These wants are not unreasonable. They répresent 
what every worker needs. The realization of them is com- 
monplace in most fields of work. We are all familiar 
with the type of nurse who is interested only in regularity 
in hours and regularity in pay. We are happily also 
familiar with the type of nurse whose horizon is far 
wider, who hungers as much for educational supervision 
and opportunity for growth as she does for bodily sus- 
tenance. It is only when we offer these four essentials 
that we attract and hold this type of woman. It is this 
type of woman who gives our patients the type of care 
we waut them to have. 

My own experience as an executive and as a research 
worker has convinced me beyond any shadow of doubt 
that the money cost is not the primary factor in providing 
the best quality of nursing service to our patients. 

We have, for example, two nursing associations in a 
certain large community. Agency 1 pays higher salaries 
throughout. It offers regular hours and regular pay but 
little else. The work is mediocre and mechanical. In- 
dividual interest and initiative are soon lost in the deadly 
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monotony of the work. There are enough supervisor 
but they are of the old militaristic type, who are “snooper 
visors” rather than constructive leaders. We do no: 
know the cost per visit because it has not been computed 
but we do know that the quality of work is mediocre. 
Agency 2, with its lower salaries, offers much more tc 
the nurse and a quality of service to the patient far 
superior to that of Agency 1. Agency 2 has recognized 
that few of us work well without some form of super- 
vision, but that this supervision must be constructive in 
nature. It says that the quality of supervision marks 
the type of work that the patient receives. Therefore its 
supervisors or head nurses are chosen with utmost care. 
This agency recognizes that education does not stop when 
we receive our degrees. Continuous study is necessary 
if one is to keep informed of the constantly increasing 
body of knowledge. So it keeps up the student atmos- 
phere through lectures, case conferences, weekly staff 
conferences. 


How Agencies Serve 


Agency 2 recognizes that in bringing together a hun- 
dred graduate nurses it is bringing together the methods 
and practices of a hundred training schools. It gives 
each new nurse an introduction to her work and to the 
organization, in order that by learning policies and meth- 
ods she may more readily be integrated into the staff. 
When she starts into the district with her bag she has 
had a thorough going lesson in bag technique, in record 
keeping, in the agency’s policies, in its standing orders. 
She knows the rules of cooperation with doctors, hospitals 
and others. 

This agency averages nine visits per nurse per day. 
Including into the cost per visit the cost of the intro- 
ductory period, supervision, conferences, carfare, laundry, 
bag equipment and supplies and salary, its average cost 
per visit is $1.20. The nurse knows that opportunities for 
promotion exist and that these promotions are on merit. 
As a result of all these factors there is an esprit de corps 
and a team work that brings to the humblest tenement 
or to the finest home, the same splendid type of nursing 
care. The nurse feels herself related to her work and 
to her organization. She has a sense of belonging. She 
feels she is one of a group, organized for the well-being 
of sick patients. 

Agency 2 does better nursing work at a lower cost 
than Agency 1. The reason is that it offers to the staff 
the essentials to be found wherever staffs are successfully 
organized. 

Salaries are a factor but not the only factor. Nurses 
are individuals first of all, and respond to the same 
stimuli and to the same principles of personnel manage- 
ment found good in other fields, industrial, mercantile, 
educational. 

Miss Roberts goes on to say in her editorial: 

“In one university hospital which prefers to be name- 
less, there is no lack of applicants for positions on general 
duty. Only good nurses are acceptable. They have op- 
portunity for study. They know that promotions to head 
nurseships and other permanent positions are made on 
merit. There is a waiting list for general duty. This 
institution has, in essence, adopted the slogan, ‘Why stop 
learning?’ with highly satisfactory results to nurses and 
administration. 

“A growing number of hospitals are working along 
similar lines. Recently Anna D. Wolf, director of nurs- 
ing, Albert Billings Memorial Hospital, University of 
Chicago, was heard to pronounce a veritable eulogy on 
the quality of service given by graduate general duty 
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Buttered Spinach on Toast 


On a thin slice of toast place a 

mold of Libby’s Spinach, well but- 

tered. Pour white sauce over it. 

Garnish with hard cooked egg and 

sliced Libby’s Beets and parsley, 
as illustrated at the right 


For the Children’s Ward 


Make nest in individual serving of 

buttered Libby’s Spinach. Drop 

in a poached egg. Garnish with 
strips of cooked carrot 


A novel Spinach Salad 


An unusually attractive salad for 

our trays. Chop Libby’s Spinach. 

Silents with French dressing. 

Mix with chopped celery. Garnish 

with Libby’s Asparagus Tips and 
parsley 


Popular in the Men’s Ward 


For a hearty and nourishing lunch- 

eon dish in the Men’s Ward: serve 

Libby’s Spinach au gratin with 
brown sauce 
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— savory new dishes that 
beguile fussy appetites 


All too frequently, perhaps, you 
find patients with a dislike for spin- 
ach. But how to win them to this 
mineral- vitamin-rich food? 

Many prominent dietitians now 
solve the difficulty quite simply: 
they serve a particularly delicate, 
tempting kind of spinach—Libby’s 
—in such unusual ways as those 
suggested above. Spinach dishes, 
brimming with fine flavor—so won- 
derfully good they win new con- 
verts daily. 

Buttered spinach on toast is one 
of these enticing dishes. Smooth, 
fine-textured Libby’s Spinach, 
aglow with the liquid gold 
of melting butter, molded 
hot on thin, crispy-brown 
toast, with white sauce 
over all. A dash of summery 
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freshness—colorful richness —flavor 
that is irresistible! 

Libby grows this superfine spin- 
ach in California. Crisp, young, 
crinkly leaves with a genuine gar- 
den-fresh zest. Trimmed, then 
tumbled for hours in water that is 
cool and crystal clear. Packed the 
very same day in Libby’s own sun- 
lit kitchens overlooking the fields. 

Hospitals using Libby’s Spinach 
invariably know and use other of 
Libby’s famous 100 Foods. Packed 
by Libby’s master chefs where 
grown. The wealth of all the sea- 
sons— the best of each crop 
available for your trays. 
Your jobber can supply you. 
Libby, M‘Neill & Libby 


Dept. N-17, Welfare Bldg. 
Chicago 


is here 
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for institutions: 


Hawaiian Pineapple 
California Asparagus 
California Fruits 
Spinach, Kraut 
Jams, Jellies 


These Libby Foods Posen see finest flavor 


now are packed in special sizes 


Santa Clara Prunes in Syrup 


Black berries 
Loganberries 
Red Raspberries 
Tomato Purée 
Pork and Beans 
Olives 

Pickles, Mustard 
Bouillon Cubes 
Beef Extract 
Catchup, Chili Sauce 
Salmon 
Evaporated Milk 
Mince Meat 
Boneless Chicken 
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nurses. Boards of new hospitals are beginning to give 
exceedingly careful thought to the question, ‘shall we have 
a school for nurses or a graduate service?’ A proper 
balance will be maintained only if the nurses themselves 
develop real pride in nursing skill—a skill that is founded 
on knowledge, blended with sympathy and applied with 
pride in the power to deal skillfully with problems of 
prevention and cure.” 

In closing, may I quote Sister Domitilla, St. Mary’s 
Hospital, Rochester, Minn., our pioneer in the field of an 
integrated nursing staff: 

“We have found after seven years’ trial that group 
nursing has stabilized the nursing service and made for 
order and regularity in the hospital. The burden of the 
director of the school of nursing is materially lightened 
by it. She knows at all times exactly how many nurses 
she is privileged to employ, and she has freedom in meet- 
ing the constantly varying needs of the hospital for whose 
nursing care she is responsible. She has the intense 
satisfaction of knowing that her patients are being prop- 
erly nursed, and she knows that the education of the 
student nurse is not being sacrificed to the ever increas- 
ing needs of the hospital and its patients. The program 
of group nursing has not only been a feasible one, but 
it has proved a satisfactory one.” 

While there is perhaps a natural resistance to the idea 
of radical change in the minds of almost all of us 
concerned in this problem, there is nevertheless a grad- 
ually increasing acceptance of the principle of organized 
nursing service as a necessary solution to the problems 
of providing satisfactory nursing care to the moderate 
purse. 

We must recognize that some experiments in organized 
nursing have been unsuccessful. In recognizing this, 
however, we must not lose sight of the fact that as or- 
ganized nursing is essentially a profit sharing enterprise 
calling for mutual respect from each of the participants, 
success is conditioned on team work and a sense of 
sportsmanship. 





Some Requirements for a Good 
Nurses’ Home 


In a paper read at the annual convention of the British 
Hospitals’ Association held recently at Southport, Eng- 
land, Margaret Sparshott, superintendent of nurses, 
Manchester Royal Infirmary, England, gave some of 
the desirable qualifications for a nurses’ home. 

The nurses’ home, she pointed out, should be in close 
proximity to the hospital but far enough away so that 
there will be no danger of the nurses disturbing the pa- 
tients in the hospital during their hours of leisure. 
Recreation, class and study rooms must be provided which 
will be large enough to meet the demands of the School. 
Rooms should also be provided where the nurses can 
spend their spare time either in rest, study or entertain- 
ing guests. 

One good feature in many nurses’ homes is that sepa- 
rate sitting rooms have been provided for student nurses 
and staff members. These should be comfortably fur- 
nished and well lighted. A kitchen should be provided 
so that refreshments may be prepared for parties. Swim- 
ming tanks are, as a rule, much appreciated by the nurses 
as it is seldom that they have the opportunity to engage 
in this sport elsewhere. Tennis is always a popular sport 
among nurses, and the provision of tennis courts is bound 
to meet with popular approval. In the recreation room 
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it is advisable to install a piano, and occasionally to en- 
gage a pianist to entertain the nurses. 

The provision of a library in the nurses’ home not only 
gives the nurses a good place to pass their leisure hours 
but encourages the reading of good books and the study 
habit. 

Each nurse should have a room of her own comfortab]) 
furnished, with a lavatory in the room and a bathroon 
near by. The staff members and officials of the schoo! 
should have more spacious quarters; generally a suite o! 
two or three rooms is satisfactory. 

Some means must be provided for the nurses to do thei: 
laundry, or to have it done satisfactorily. 





Is Specializing Among Nurses Due 
to Incomplete Training? 


It is a common occurrence for a doctor, when inquiring 
for a certain nurse to take a case, to be informed that 
that nurse is registered for certain kinds of cases only, 
and that she could not be induced to take his case. This, 
according to May Ayres Burgess, director, Committee on 
the Grading of Nursing Schools, New York, may indicate 
one of two things, either that the nurse’s education along 
some lines has been neglected so that she is afraid to 
venture on unfamiliar ground, or that she has found cer- 
tain kinds of work interesting and profitable and intends 
to specialize in that line. 

“Too often,” the committee director said, “the reason 
is that the hospital in which she received her training 
trained only with its own interests and facilities in mind, 
and made no attempt to train the student nurse according 
to the kind of work she might wish to follow after 
graduation.” 

Through this neglect on the part of the hospitals, it is 
found that graduates from children’s hospital training 
schools often refuse to work with adult cases; graduates 
from maternity hospital schools will specialize only in 
maternity work; others refuse male cases, and still others 
refuse contagious disease cases. This may or may not be 
beneficial to the nursing profession as a whole, Dr. Bur- 
gess points out, but it most certainly causes a restriction 
in the number of nurses who can be depended upon for 
emergency calls of any nature. 





Medical Women in England Refute 
Argument of Hospitals 


The argument that there is a so-called wastage of 50 
per cent by marriage among women physicians is back 
of an effort on the part of London hospitals to exclude 
women medical students, according to the Journal of the 
American Medical Association. 

The Medical Women’s Federation decided to find refu- 
tation to the argument through investigation. The in- 
vestigation revealed the majority of women physician: 
still active, only a small percentage having retired, and 
then after many years of service. 

Some of the more ardent feminist sympathizers have 
suggested that if supporters of the hospitals withheld 
their subscriptions the dissenting hospitals might be won 
over. The Federation, however, disapproves of these 
tactics and “deprecates any attempt to put pressure on 
the hospitals concerned by urging subscribers to with- 
draw their subscriptions.” 
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General Sales Offices: 227 Fulton Street, New York City 
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Determining the Ability of the 
Patient to Pay for Medical Care’ 


EDICAL service in hospitals and clinics needs to be 
M regarded from four points of. view: that of the 

patient who needs certain medical service; that of 
the community interested to see that patients secure what 
they need even if they are unable to pay for it; that of 
the physician who is the main professional agent in ren- 
dering medical service; that of the hospital or clinic, the 
institution administering the service. 

In determining the ability of patients to pay for med- 
ical service three primary elements are to be considered: 
the income of the patient or family considered on an 
annual basis; the size and constitution of the family, 
affecting as these do, the necessary expenses; the cost 
of the medical service required by the patient. 

Emphasis needs to be laid on considering irregular or 
seasonal earnings in the estimation of annual rather 
than monthly or weekly income. Supplementary as well 
as main sources of income should be included, and debts 
and other financial obligations should be ascertained. 
The paying ability of a family is substantially affected 
by its constitution. A family of adults, for example, 
differs decidedly in its needs from one with the same 
income composed of parents with several young children. 
Elderly parents or relatives who must be supported may 
have to be considered as part of the family group even 
though they live elsewhere. 

The diagnosis of a disease may cost, at private rates, 
from a few dollars to several hundred dollars. The cost 
of treatment varies even more widely. Obviously the 
ability of a patient to pay depends not so much upon 
his financial resources as upon the relation between his 
resources and the cost of the service required. The 
duration of an illness must also be considered both as 
affecting expense and also as causing loss of income if 
the patient is a wage earner. 

In estimating ability to pay, all three factors of in- 
come, constitution of family and cost of service must, 
of course, be considered together. 

Patients who, judged by these standards, are able tu 
pay for private care should be referred thereto. Other 
patients when admitted to the clinic should be treated 
free if they are unable to pay the usua! clinic fees. 

In addition to the statement of these principlez, a 





_ *A statement prepared by Michael M. Davis, New York, for the Pub- 
lic Health Federation, Cincinnati. 





number of practical considerations should be indicated 

The determination of a person’s ability to pay for 
medical service is important, not only to decide whether 
a person or* family is eligible for free or charitable serv- 
ice but also—in many hospitals and clinics—to determin 
what rate of a graded schedule of fees the patient cai 
fairly be asked to pay. 

In the practical admission of patients, budget sckedule- 
are sometimes prepared aiming to show what income 
families of various sizes should have to meacure up t 
a reasonable minimuin standard of living. Such schedules 
are somewhat uscCu! in determining ability to pay but 
the situation of families varies so widely and the vary- 
ing cost of treatment introduces so many complications 
that such schedules should serve only as suggestions, not 
as definite guides. 

Patients ordinarily able to pay for private medical 
care may be temporarily in the clinic or ward group be- 
cause of accident or misfortune. Patients may be able 
to pay for private care or full hospital rates for a 
minor or short illness, whereas for a major operation or 
for an illness requiring specialized or expensive service 
they would fairly receive care at reduced rates or free 
in a hospital or clinic. On the other hand, the paying 
ability of a family may be increased by judicious budget- 
ing or arrangements for time payments. 


Skilled Admitting Clerk Needed 


Great stress should be laid on the importance of having 
a skilled person in immediate charge of the admission of 
patients. The qualities needed are tact, business sense, 
training and experience in interviewing and managing 
people and knowledge of living conditions and community 
resources. 

Certain medical situations such as emergency cases 
and cases of communicable disease override financial con- 
siderations and require the admission of the patient for 
at least one treatment. 

The rejection of applicants for admission to clinics, 
because they can afford to pay at private rates for the 
medical service their condition requires, raises the ques- 
tion as to how such patients shall be referred to private 
care. It is generally found that many such cases have 
no regular family physician and do not appear to know 
a qualified practitioner. Each institution should adopt 
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There is no longer any reason 
why the progress of medicine 
should be hampered through 
lack of proper photographic 
records. 
<*= 
Any hospital possessing an x-ray 
department is already equipped 
to process photographic films. 
<#- 
The necessary camera, Kastman 
Clinical, is simple to operate, 
adaptable to all types of medical 
subjects and reasonably priced 


—$18o0 forthe complete outfit. 
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With the Eastman Clinical 





Eastman Kodak Company, 
343 State St., 
Rochester, N. Y. 


Gentlemen: 


Name.. 


Address 


Photograph Important Cases 


Please send me, free, ‘‘Elementary Clinical Photography.” 


Camera Outfit a hospital is 
ready to record with photogra- 
phic accuracy all important 
cases or those of unusual inter- 
est. Such records, together with 
the case reports, give a truly 
scientific account of the case. 


e- 


For the benefit of those un- 
familiar with the photographic 
process and its medical appli- 
cations, a monograph has been 
prepared called “Elementary 
Clinical Photography.” It will 
be sent you free if you will fill 
in and mail the coupon below. 


Eastman Kodak Company 
Medical Division Rochester, N. Y. 


























136 


for itself a definite procedure according to which the ad- 
mitting officer shall inform the patient of the name of a 
physician or of a list of physicians approved by the 
staff or by the authorities of the institution. 

In the administration of admission systems it is de- 
sirable that every opportunity be given to physicians, 
whether or not they are members of the institution’s 
staff, to call the attention of the admitting officer, or ot 
the superintendent, to cases whose circumstances they 
believe have been judged incorrectly. Complaints of this 
sort should not be made in the presence of patients. The 
administration of the institution should accept the re- 
sponsibility of investigating every such complaint and 
of informing the physician of the findings. 

It is desirable that a central committee representing 
the medical profession through the Academy should be 
ready to consult with officers of medical institutions or 
of social agencies regarding these matters of policy or 
concerning cases that have caused complaint. 

It is desirable that a group representing the adminis- 
trative authorities and admitting officers of all clinics in 
the city shall meet systematically for mutual informa- 
tion for the adjustment end advancement of standards 
and methods, and for joint discussion, when necessary. 








Hospital Serves Public Through 
Health Talks 


How Misericordia Hospital, Philadelphia, is serving the 
public through health talks by the members of its staff, 
is told in Hospital Topics and Buyer. The health talks 
arranged with the cooperation of the city health depart- 
ment are given in the evening and are attracting numbers 
of persons interested in health education. 

The program deals in as untechnical a manner as 
possible with the study and control of the types of dis- 
ease of vital interest to the layman, such as child welfare, 
the prevention and control of contagious diseases, the 
prevention and control of cancer and similar subjects. 

An effort is made to get at the heart of the prevention 
and care of disease and to bring about better cooperation 
between the community and the hospital, a move that 
seems to be meeting with success from the start. 





A Clinic on Wheels—How It Serves 
the School Children of Alberta™ 


ORE than 2,000 patients in forty different points 
M in the Province of Alberta were served during the 

summer of 1927 by one group of doctors and 
nurses traveling from place to place and carrying their 
equipment with them. The Alberta department of public 
health carried on this work in cooperation with local 
school boards and physicians. 

The plan was this. School boards were asked to organ- 
ize into groups of not less than five school districts to 
form a unit, and to appoint a committee representing this 
group. A trained public health nurse was sent in ad- 
vance of the clinic to each school to make a health in- 
spection of each child. Where defects were found a 
card was sent home to the parents. 

The best schoolhouse or community hall in the district 
was chosen for use as the temporary clinic. The people 





*Information furnished by the Hon. R. M. Bow, Deputy Minister of 
Health, Edmonton, Alberta. 
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were responsible for the local organization and for buil::- 
ing and janitor service during this period. The loc.! 
doctors were invited to cooperate. 

A total of 690 school districts organized into 122 
centers requested the service but, because only one clin 
unit was in operation, forty points were all that cou! | 
be reached during the five and a half months the clin 
was in operation. 

The staff of five was headed by a surgeon, with an a-.- 
sistant to help in diagnostic work and to give anesthetic-. 
The other members were one dentist and two nurse- 
They moved from place to place by automobile, carryin,y 
with them as much mobile equipment as could be co: 
veniently transported: collapsible operating table, steri- 
lizer, suction apparatus, laboratory equipment, a denta! 
chair and essential dental equipment. 

The time spent at each place was not less than tw: 
days and not more than five. Two days was the rule 
with the third day for moving and Saturday for rest 
and recreation for the staff. 

The following figures indicate the type of work an 
the number of individuals and centers reached: clinic- 
held at different points, 40; schools served, 285; patient- 
examined, 2,346; tonsil and adenoid operations, 663: 
circumcisions, 89; minor operations, 20; prescriptions anc 
treatments, 582; dental patients examined, 2,575; treat- 
ments, 796; extractions, 1,311; prophylactics, 73; fill- 
ings, 477. 

Children were given a careful physical examination in 
the presence of one or both parents who were advised 
as to the maintenance of the child’s health. For condi- 
tions found to require attention over a considerable period 
of time they were referred to the local physician. Pa- 
tients requiring special orthopedic advice were referred 
to the orthopedist in charge of the Provincial Specia 
Hospital, Edmonton. 

Charges made for the work done were practically suffi- 
cient to cover the costs of operation. Physicians, sur- 
geons and dentists were paid a monthly salary so that 
the fees went directly to the clinic. A charge of $15 
was made for tonsil and adenoid operations, fifty cents 
for dental fillings, one dollar for teeth extractions and 
two dollars for physical examinations. Where patient- 
were not in a position to pay for the necessary services 
no charge was made. 

So successful was the work of this traveling clinic that 
in 1928 two diagnostic clinics with a surgical team op- 
erating between them were sent out and were able to 
double the amount of work done during the preceding 
summer. 





More Service for Middle Class 
Sought in England 


A crying need for adequate medical and surgical treat- 
ment for middle class patients exists in the voluntary 
hospitals of England, according to the facts set forth by 
Sir Thomas Horder in a paper read to the members of 
the British Hospitals’ Association at its eighteenth annua! 
conference held in Southport, and reported in the Hos- 
pital Gazette. 

“In London,’ Sir Thomas pointed out, “there is no 
alternative between the general wards of the large hos- 
pitals and the private nursing homes, where often enough, 
the cost to the patient is absolutely prohibitive. This 
state of affairs is much the same in large centers through- 
out the country.” 

















November, 1928 THE MODERN HOSPITAL 















































































99 
7 Remember too 
h 
Fes vv A AN 5 
| . . ~tnat ip AMMN NTT Ad Bas 
| 
e> e f] * é 
ne | 
) 18 oor 18 cw | 
ri- , a 2a et 
tal ily 
. HOMELIKE 
ile 
ni 
ics 
it~ 
13 ; 
na 
at- 
iI1- 
in 
ed 
di- 
od 
de 
OSPITAL floors—what a complex Colorful beauty for 
so ; problem they present! They must i . 
- diene _ be durable—throughout the building. private rooms 
They must be warm, cheerful, homelike Northern Hard Maple, moreover, is 
ffi- Maple Floors in private rooms and wards. They warm, dry and resilient; it provides a 
LY- ie Color must be attractive—in entrances and cushioning effect beneath the feet of 
at reception rooms. They must be resilient nurses who must stand hour after hour. 
15 By a new special and comfortable—in kitchens and serv- And for beautifying private rooms, es- 
its staming process— ice rooms. They must be quietening and __ pecially, hospital superintendents have 
nd Marietta - Murphy easy to clean—everywhere. found a wonderful new opportunity in 
it Finishing System — One remarkable flooring material this unique flooring material. Color! 
es Northern Hard meets all these requirements satisfac- Color to induce cheer and optimism. 
Wood Floors may torily. Northern Hard Maple! Supremely With special, fadeless, penetrating 
at now be given a va- tough fibred and tight-grained, it actu- stains, it is now possible to produce a 
p- riety of beautiful, ally outwears stone. Friction simply variety of permanent colors in Northern 
to lasting color finishes. enhances the smoothness of its surface. Hard Maple Floors. 
ng Standard finishes as Northern Hard Maple never slivers or Truly, here is the ideal flooring for 
follows: splinters—offers no lodging places for hospitals. Let us send you literature on 
germ-laden dirt and dust. Northern Hard Maple Flooring. 
Early Americar, Spanish Brown, 
rb S cee ao Let our Service and Research Department assist you 
a ace with your flooring problems. Write us. 
Write for free booklet, ‘The MAPLE FLOORING MANUFACTURERS ASSN. 
vt New Color Enchantment in 1783 McCormick Building, Chicago, I//. 
= Hand Bagle Blears —-— —~Guaranteed Floorings 
; The letters MF MA on Maple, Beech or Birch flooring signify that the 
of flooring is standardized and guaranteed by the Maple Flooring Manu- 
al facturers Association, whose members must attain and maintain the 
: ae Se eae ee nee 
ee ye ee 
no . 
S- we 





oor with Maple 




















| 





a] 














shee vinene TTMMIIIMITIPIIT PE Pe 
6 ee — ee eee 








THE MODERN HOSPITAL 


a ———————— 
ni << 
TTETEETT Dewaeveneene COREL GRTDUNTDIEEOSEORERTOUEISUDE ERI CHEOH REED OEY ngnEDeEsCBREReFERee renee HCE EE BEDD: CaN eeReRT ORE NERTODELITOORDIREERONE 


HOSsPITAL meaner: AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeepin}, Problems 


Conducted by C. W. MUNGER, M.D., Director, 
Grasslands Hospital, Valhalla, N. Y. 


PIITIUITIITIITTTPT ITT DY ‘ tet eeenenenceesanenee siennne arenes 
ee ee 
SR eee - 


7 


~ Do Your Sterilizers Always 
Sterilize? 
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By W. HARGREAVES 


Vancouver, B. C. 


for the purpose of explaining some of the abstruse 

occurrences that frequently perplex the supervisors 
of hospital sterilizers. The investigations consisted of an 
exhaustive series of experiments that were prompted by 
an impulse to find the reason for the untoward events of 
common incidence in the operating of sterilizers and of 
autoclaves in particular. 

It was found following visits to a number of hospitals 
that the operating of autoclaves was largely a matter of 
mechanical routine performed by the attendant in accord- 
ance with a set of rules. The rules, however, were found 
not to meet all contingencies and sometimes irregular 
conditions would arise for which there was no obvious 
reason. A recurrence of the same kind of trouble in 
different hospitals suggested the question: “What actually 
happens inside an autoclave during the _ sterilization 
process?” 

An answer to this question appeared to be essential for 
the fuller instruction of the operator and the greater 
assurance of accuracy by explaining why untoward inci- 
dents do happen, how they might be avoided or overcome 
and how easily one may be mislead unwittingly, with 
disastrous consequences either to the surgeon, to the 
patient or to both. 


Te investigations described in this article were made 


Sterilization Must Be Positive 


Since sterilization has become an integral part of 
hospital practice and is considered a necessity to suc- 
cessful surgical technique, it follows that operating room 
and dressing room sterilization must be positive, without 
a suspicion of doubt. 

The last phase of perfect sterilization and sterilizing 
apparatus has perhaps not yet been devised, and until 
then there will be possibilities of error and of mis- 
apprehension in the operation of sterilizers. The fact that 
such possibilities may be obscure and that actually an 
article that has apparently been properly sterilized may 
yet remain dangerously unsterile, emphasizes the necessity 
of constant watchfulness. 

To what extent successful surgery is dependent upon 
sterile dressings is amply demonstrated by a comparison 
of the present day practices with those in use when Lister 
introduced his revolutionary methods. Then, sepsis was 








king and dread and horror were constant in hospital! 
practice, but antiseptic surgery followed by aseptic 
surgery ushered in a new era of medical achievement in 
which it is indubitably recognized that sterilization is 
essential to successful operations and treatment. 

Yet occasionally there occur postoperative septic com- 
plications after perfectly performed operations during 
which the most rigid regard has been paid to correct 
practice both in operating room technique and in steriliz- 
ing room methods. Although such instances are rare, is it 
unreasonable to inquire if the equipment and the dress- 
ings that the surgeon used were what he and all others 
concerned believed them to be—that is, perfectly sterile? 
Did the sterilizers actually sterilize? 


Gauge May Be Misleading 


Whether or not a sterilizer sterilizes as it appears to 
do, is a proper question and is pertinent to the success of 
the surgeon and the welfare of the patient. To ask any 
dutiful supervisor, “Do your sterilizers always sterilize?” 
would doubtless evoke the reply, “Certainly. Everything 
is properly checked. The gauges and the charts demon- 
strate when the sterilizing is quite correct.” Apparently 
the manipulation of the apparatus would be accurate 
according to the indication of the steam gauge or the 
recording chart. But even the perfectly balanced gauge 
is not able to tell the observer all that occurs inside the 
autoclave. There are possible conditions within a sterilizer 
that may occasionally controvert both the needle of the 
gauge and the recording chart. A margin of difference 
always exists which should be and usually is provided for, 
yet as affected by circumstances, that margin is some- 
times greater than the proviso and it is then that sup- 
posedly sterile articles become an unrecognized menace, 
dangerous to the welfare of the patient and to the reputa- 
tion of the surgeon. 

The bacteriologist, the chemist and the engineer have 
all labored and are yet laboring to devise the best means 
of thwarting sepsis, until now antiseptics and aseptic 
systems can almost but not quite be reduced to a stereo- 
typed set of formulas and practices. It is in this incom- 
pleteness that danger lurks. 

In the instructions about operating an autoclave it is a 
general thing to give the nurse in charge a set of rules 
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All Rights to Import into the United States 





Surgical Instruments 


of “Stainless Steel’ 
Have been Acquired by the 


STILLE-SCANLAN COMPANY 


NEW YORK 


HE Stille Scanlan Company, United States representatives of the Stille-Werner 
Surgical Instrument Company of Stockholm, Sweden— world famous manufacturers of 
Surgical Instruments— 


Announce 


That they have just acquired from the American Stainless Steel Company 
of Pittsburgh, Pa., exclusive rights to import into the United States surgical 
instruments made of ‘‘Stainless Steel’’— 


And that any existing rights held by other importers have been assigned 
to the Stille-Scanlan Company. 


This Means 


A definite and marked reduction in the price of Swedish Surgical Instruments in 
this Country—now made exclusively of “Stainless Steel’ and professionally recognized 
as the finest surgical instruments in the world. 





The Stille-Scanlan instruments have long met the growing demand of the Surgical field 
for Simplification and Standardization. Their exclusive importation rights on ‘Stainless 
Steel’? Instruments, with its logical reduction of costs, will give active impetus to this 
Company’s new and efficient system of serving the profession through the trade. 


Hospitals and Surgeons, who are not now able to obtain the Stille-Scanlan instruments 
from their local dealers, will, for the present, be supplied direct by our New York dealer— 
The International Hospital Equipment Corporation, 8 West 40th Street, New York— 
from whom illustrated literature and prices may be obtained on request. 


STILLE -SCANLAN 


522 FIFTH AVENUE 
NEW YORK 





“STAINLESS STEEL” is a metal alloy which resists corrosion, high temperature, and 
erosion and abrasion. It is 50% to 400% stronger than ordinary Steel. When ground and 
polished it has the appearance of nickel plate, yet it will not tarnish, stain, rust or corrode. 
Modern Science knows no more perfect metal for surgical instruments. 
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or verbal directions on how to read the gauges and how 
and when to open and close a series of valves. She is 
cautioned never to let the cylinder get dry, and told that 
by obeying these rules and precepts all the contents of 
the sterilizer will be sterile. The latter is not an in- 
evitable consequence, although it is generally taken for 
granted that it is and will continue to be sterile. In any 
other department of the hospital nothing of so great 
importance is taken for granted. 

Autoclave sterilization by steam is an engineering 
process with a scientific object both simultaneously in- 
volved in the approved method of destroying bacteria. 
The nurse in charge may be a good bacteriologist but not 
being an engineer, she may have only a vague impression 
of what actually happens inside a sterilizer. The gauge 
is her guide and if the gauge is mechanically accurate the 
possibility of error is not questioned. She may reason that 
since the gauge has performed correctly, the sterilizer is 
in perfect condition and that, therefore, the dressings 
within the sterilizer are properly sterilized. That does not, 
however, do away with the fact that under certain cir- 
cumstances, no matter how sensitive the gauge, it may be 
misleading, or, to put it in another way, bacteriologically 
wrong. 

Determining Agents Should Agree 


Some hospitals frequently use sterilizer tests or controls 
as a means of confirming the gauges and the recording 
charts, but when these do not coincide, what then? It 
would seem logical to say that the gauge showed the 
required steam pressure, and the chart legibly confirmed 
it. Therefore the inaccuracy was in the “test” or “con- 
trol.” That is a fallacy. There should be agreement in 
the three determining agents—the gauge, the chart and 
the control. Any difference between these denotes the 
margin of inaccuracy within the sterilizer, and that margin 
may mean all the difference between safety and danger, 
between asepsis and sepsis, between a patient’s “making 
a good recovery” and “having septic complications.” 

What actually happens inside a sterilizer? If it is a 
fact that a gauge records the necessary temperature of 
260° F. and the test control within the sterilizer still 
remains unaffected, how does this come about and why the 
difference? Several things occur within a sterilizer any 
or all of which will contribute to this cause and may do 
so without being detected. Moreover, when such a thing 
has happened once it is likely to happen again with more 
or less frequency. A huge battery of sterilizers is operat- 
ing daily in North America and in one or the other of 
these this very thing may occur with unfortunate conse- 
quences. Such possibilities are more than imaginary, since 
they came under observation on several occasions and 
prompted the impulse to find out by a series of set tests 
the inner workings of a sterilizer during operation and 
thus discover the margin of inaccuracy and danger 
apparently existing. 

It should be stated that the following experiments were 
performed in a cylindrical type of sterilizer such as is 
operated with a three-way valve handle, (a) to let in 
steam, (b) to produce a partial vacuum, (c) to exhaust 
the steam; that it was equipped with a gauge on the 
jacket and another on the chamber and that these gauges 
had double graduations showing the relationship of steam 
pressure to temperature. It also had a drip pipe towards 
the front of the sterilizer by which condensation could 
be removed from the chamber. The apparatus was a 1922 
model and although since then improvements have been 
made in the later designs, it may be safely asserted that 
there are thousands of sterilizers of similar or older 
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models destined for many more years of service, in all of 
which the troubles herein discussed are possible and my 
be occasionally encountered. : 

The experiments are recorded in the order performed, 
while the comments are based on the cumulative evidence 
produced by the whole series. 

Test 1. Operation of a standard sterilizer according io 
general rules. 

A test control was placed in the center of a bundle of 
cotton towels. The bundle 10 inches long and 6 inches in 
diameter was placed in the center of the sterilizer. The 
operations were as follows: 

1. Steam was developed in the generator and jacket 
to 20 Ibs. (260° F.) 

2. A partial vacuum of 10 inches was obtained within 
the inner chamber and held for three minutes. 

3. Steam was let into the inner chamber, both gauges 
indicating 17 to 18 lbs. pressure. The pressure was in- 
creased to 20 lbs. and maintained at from 19 to 20 Ibs. 
for thirty minutes. 

4. The condensation drip valve was opened six times 
within the thirty minutes. 

5. The steam was evacuated from the chamber. 

6. A partial vacuum of 10 inches was obtained. 

7. The vacuum was released and the sterilizer opened. 

The result was that the test control showed positive 
with all indications satisfactory. When the sterilizing 
temperature in the center of the bundle was determined, 
the technique was found to be correct. 

Test 2. Operation of sterilizer without a vacuum. 

The same bundle (cooled) with a similar test control 
was placed in the same position as in the first test, the 
center of the sterilizer. The operations were the same 
except that obtaining a vacuum was omitted. As a result 
the test control was only partially affected, and the 
indications were not altogether satisfactory. It was thus 
deduced that all other things having been equal the 
omission of a vacuum left something that resisted steam 
penetration. 

Test 3. Asin Test 1 with a different position of the bundle. 

The bundle with the test control was placed immediately 
within but not touching the sterilizer door. The operations 
corresponded exactly to those in the first test with the 
same satisfactory result. 

Test 4. Test 3 repeated but without a vacuum and with- 
out opening the condensation drip valve. 

The result showed the test control negative and not 
even slightly affected. The indications revealed were un- 
satisfactory and dangerous, thus confirming the deduction 
of Test 2. 

Test Findings Are Important 


The findings of this test are important. They 
demonstrated that the temperature adjacent to the door 
appeared to be cooler than that indicated by the gauge, 
the control not having melted while the gauge showed 
260° F. To remove any doubt of the accuracy of the test 
control this was subjected to exposure at varied increas- 
ing temperatures and found to be correct. 

Test 5. Regular operation with two drums in marked 
positions. 

Two metal sterilizer drums were packed with gauze 
pads, with a test control in the center of each drum. One 
drum was placed at the rear and one at the front of the 
sterilizer. They were operated exactly as in Test 1 with a 
partial vacuum. The result was positive in both drums 
with satisfactory indicctions. 

Test 6. Test 5 repeated but without vacuum and con- 
densation drip. 
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The Medical Profession is wen 


acquainted with the advantages of dextrin and mal- 
tose mixtures as a carbohydrate for infant feeding— 


Therefore,we believe, physicians will note with in- 
terestthe composition of Karo Syrup, as given below: 





Karo Blue Label 
Dry Basis 

Dextrin. . ... . 36.4% 48.5% 
Maltose. o« « ae 29.7 
Dextrose 7.5 10.0 
Sucrose 

(partly inverted) . 7.1 9.7 
Extractives , 0.7 1.0 
Ash ; o> lt a 1.1 
ee ow so es oe ce 





100.0% 100.0% 


Karo Red Label 








Dry Basis 
Dextrin . 36.0% 48.3% 
Maltose . 22.0 29.5 
Dextrose 7.4 9.9 
Sucrose 9.0 12.0 
Ash . ; a 0.3 
Water ...... 25.4 
100.0° 100.0%; 





One fluid ounce of Karo equals one avoirdupois ounce of sugar. 
One fluid ounce of Karo provides 120 calories. 
Two tablespoons equals one fluid ounce. 


NOTE: Karo is the Corn Syrup now 
being prescribed for Infant Feeding—not 
only because of its high Dextrin and 
Maltose content—but because parents 
can secure Karo from grocers in every 
village, town and city in every State of 


the U.S.A. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place New York, N. Y. 
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We Are Prepared for 
Prompt and Accurate 
Service 


In Tissue Examinations and X-Ray 
Interpretations for Physicians 
and Hospitals Throughout 
the Country 


The service of The National Pathological 
Laboratories is always available for quick and 
accurate reports on tissue examinations and 
X-Ray interpretations. 


Tissue specimens are diagnosed by a staff of 
competent pathologists, headed by Drs. 
Ludvig Hektoen and J. J. Moore. The service 
is of the highest recognized standard. 


X-Ray interpretations are in charge of Dr. 
E. S. Blaine, who gives his personal attention 
to this work, which assures a high grade diag- 
nostic value from X-Ray films. By getting re- 
ports from a personnel of our standing, vou 
can be fully confident of accurate and relia- 
ble aids in diagnosis. 


The National Pathological Laboratories 
have membership in the A. H. A. They are 
approved by the A. M. A. and A. C. S., as well 
as by other approving and _ standardizing 


bodies. 


We do all worth while laboratory examina- 
tions including— 


Tissue diagnosis 

The Wassermann and Kahn Tests 
Blood chemistry 

Bacteriology and Clinical Pathology 


Medical Staff Personnel 


Epwarp S. Bratne, M. D., 
Director of X-Ray Dept. 


Paut G. Dick, M. D., 


Lupvic Hextoen, M. D., 
Attending Pathologist | 


Jopen J. moe, SP Assistant Roentgenologist 
oratories Crarence V. Bateman. M.D., 


L cM M. D Assistant Roentgenologist 

ymMan C. Murpny, M. D., 

Assistant Pathologist ay ey, the 

Lewis R. Hitt, M. D., | Wrrtrs K. Weaver, M. S., 
Assistant Pathologist Chemist 


Homer S. Warren, M. D., 
Business Manager 


NATIONAL PATHOLOGICAL 
LABORATORIES, Inc. 
Chicago, Illinois 


5 So. Wabash Ave. 
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This experiment being made for comparison with test 4 
the operations were exactly as in that test. As a resuli 
the test control in the rear drum was partially affected, 
while the one in the front drum was unchanged. Th« 
indications were set down as unsatisfactory. 

This test demonstrated a hazardous condition. If only 
one test control had been used and that within the rea) 
drum, there would be a possible inference that both drum 
contents were sterile. As a fact the contents of the drum 
near the door had not been sterilized. Still further in 
vestigation of this phenomenon was next made with dif 
ferent test controls that were proved to have a definite 
melting point of 250° F. 

Test 7. Test 6 repeated with different control agents 
that melted completely at 250° F. 

The procedure followed was exactly as in Test 6. The 
result was that while the control in the rear was melted, 
the control in the front drum was not melted. It must 
then be concluded that there was a difference in tempera- 
tures within the two drums caused by greater resistance 
to steam penetration in one drum than in the other, due 
possibly to location, and that there was certainly a dif- 
ference of more than ten degrees between the gauge which 
showed 260° F. and the front drum which showed less 
than 250° F. 


Position May Affect Temperature 


It is possible at this stage to draw clearly defined 
inferences. First, that different positions within the 
sterilizer may have different temperatures and that under 
certain conditions these positions differ from the tempera- 
tures shown on the gauge; second, that under certain 
conditions the penetration of steam is resisted so much 
that even with 20 lbs. pressure the steam did not reach 
the center of the bundle within the time of normal steriliz- 
ing (thirty minutes); third, that the probable resistant 
was air pockets formed within the drums and that these 
air pockets could be accentuated because the steam was 
practically immobile due to the fact that the condensation 
drip valve was kept closed. 

Test 8. To verify in more detail the previous tests. 

In this test three packages, one drum and two bundles, 
were used, each containing two test controls one of which 
was colored red (M. P. 260° F.) and the other green 
(M. P. 250° F.) One bundle was placed at the rear and 
one in front with the drum in the middle. The operations 
were exactly as in Tests 2, 4, 6 and 7, without a vacuum, 
without the condensation drip and with the gauge show- 
ing 260° F. for thirty minutes. 

While the green tube in the rear of the bundle melted, 
none of the other five tubes was affected. 

This test did not prove anything beyond what was 
already discovered, although it confirmed the previous 
tests and gave emphasis to the inferences following 
Test 7. 

Test 9. To prove the five test controls remaining from 
the previous test. 

The controls were replaced with packages in the same 
position as in Test 8. The operations were similar to 
Test 1 with a vacuum. The result was that all tubes 
melted. 

The question now arises: What period of time elapses 
before steam at 20 lbs. pressure thoroughly penetrates a 
package within the sterilizer and what difference is there 
in time penetration between the two processes, with and 
without a vacuum, and without opening the condensation 
drip valve? 

Test 10. Timing steam penetration with a partial vacuum. 
One bundle and one drum were used each with a 260° 
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CONCENTRATED 
LIVER EXTRACT 


Newest product of the 
Armour Laboratory 


CONCENTRATED Liver Extract, a new organotherapeutic prep- 
aration, has been added to the products of the Armour Laboratory. 
Its principal use is in those cases of pernicious anemia where the 
patient is unable to take solid food. 

This preparation is made by the process developed by the late 
Dr. K. K. Koessler and his co-workers, Drs. M. T. Hanke and 
S. Maurer, in the laboratory of the Otho S. A. Sprague Memorial 
Institute at the University of Chicago. 

Successful demonstration of its physiological properties upon 
a limited number of pernicious anemia patients was followed by 
manufacture of the preparation by Armour and Company for 
further experimentation upon a larger scale. After six months 
of clinical trial, with unquestioned success, the originators con- 
sented to have Concentrated Liver Extract placed at the disposal 
of the medical profession. 

The new product contains in soluble and stable form the princi- 
ples from fresh liver active in blood regeneration. Each 16-ounce 
bottle contains, in liquid form, the soluble extractives of 8 lbs. of 
fresh liver. The average dose is one tablespoonful three times a 
day. It is best administered in milk or orange juice. As the con- 
dition improves, it may be employed as a pleasant alternative in 
the otherwise monotonous solid liver diet. 

Again we earn fairly the reputation for being “Headquarters for 
therapeutic materials of animal origin.” 


ARMOUR 482 COMPANY 
: Chicago 
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Regular style operating gown. Length varies 
slightly with sizes but averages 53 inches, 
special lengths on request. Open down entire 
back, and fastens with tie tapes. Sleeves cut 
two inches longer than regular to insure ample 
glove room. Regular sizes 38 to 48 inclusive. 
For extra sizes to 58 inclusive, add $2.00 per 
dozen. 
F316-C—Kenwood cloth. We particu- 
larly recommend the wearing quality 
of this material. 
Per dozen, $19.00; each, $1.75 
F-316-E—Pacific Jean Twill. 
Per dozen, $19.65; each, $1.80 
F.316-N—Unbleached Pequot Sheeting. 
Per dozen, $17.70; each, $1.60 


In gross lots, deduct 50 cents dozen from above 
dozen prices. 


A cellulose absorbent that has 
set new standards of quality, that 
has brougkt prices down, and is 
favored by hospitals because cf 
the convenient way it is packed 
and the ease with which it can 
be handled and used. Cheaper, 
more absorbent and convenient 
than the best sbsorbent cotton. 
Supplied in two, five and sixteen 
pound rolls or in cut size. Prices 
on application. 





THE iDEAL ABSORBENT 
WILL ROSS, ixc: 


WHOLESALE HOSPITAL SUPPLIES 
459 E.WATER ST. MILWAUKEE 
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M. P. control. Operations were the same as in Test 1 
with a 10-inch vacuum followed by 20 lbs. pressure. In 
this test the condensation drip valve was left slightly 
open upon the entrance of steam, thus providing for a 
constant movement of the steam. After three minutes’ 
exposure at 20 lbs. the steam was shut off and evacuated 
from the chamber with the sterilizer opened. 

Neither test control was affected. The same procedure 
was then repeated with a five-minute exposure. As a 
result of the longer exposure both controls melted which 
indicated that the steam penetrated both the drum and 
the bundle under favorable conditions within from three 
to five minutes. 

Test 11. Timing steam penetration without a vacuum. 

The condensation drip valve was kept closed during all 
exposures. A series of timed exposures of progressive 
periods of five minutes were carried out, as in Test 10. 
An exposure of thirty-five minutes was required to melt 
the control in the bundle while another exposure of forty 
minutes was required to melt the one in the drum. 


Air Retards Steam Penetration 


The conclusion reached was that the presence of air 
(atmosphere) within the sterilizer retards steam pene- 
tration through packages a longer time than is normally 
adopted for sterilization. Some parts of the packages used 
would doubtless be sterilized while the inner parts prob- 
ably would not be. Yet the gauge showed 20 lbs. steam 
pressure and the period was much in excess of that in 
general practice. Without the evidence of the controls 
the operator would have been deceived even though the 
gauge was accurate. 

Another question prompted a test. Does the condition 
of a bundle affect penetration? 

Test 12. Timing penetration through moist packages. 

A drum was packed with moist gauze and the wrapper 
of the bundle was also dampened. Operations similar to 
Test 11 were followed for forty-five minutes but the con- 
trols were not affected. 

Other tests were made but these twelve show the main 
points of discrepancy between a sterilizer that does not 
sterilize and one that does. From them we can deduce 
rules of observance to supplement the operating rules 
supplied by the manufacturer of the apparatus. 

1. The elimination of all atmosphere from the steriliz- 
ing chamber is primarily essential. 

Trapped atmosphere will often occur within the closed 
chamber when steam is injected, and thus will form air 
pockets. Air pockets may happen anywhere within the 
chamber, but more particularly are they probable within 
bundles and drums and in tightly surrounded crevices 
among the bundles. Drums and bundles should not be 
tightly packed and impervious wrappings should not be 
used in making bundles. All are conducive to the forma- 
tion of air pockets. Air pocket is an indefinite term but 
it is understood to mean air in any area, no matter how 
small or how large, that resists penetration of steam. 
Where steam cannot penetrate, there bacteria may exist 
and sepsis ensue. Every air pocket is fraught with 
danger and is a subtle deception because it may happen 
in a major portion of sterilized dressings. 

The partial vacuum produced by a reduction of ten 
inches of air pressure removed only about one-third of 
the atmosphere. Such a partial vacuum made a marked 
difference in the time required for the steam to penetrate, 
as was demonstrated in the experiments, but partial 
elimination leaves an element of doubt and even this re- 
duced risk should be entirely nullified. 

Complete ejection of air would remove any possibility 
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Swirling torrents 

of pure artesian well- 

water bleach every Pequot 

to snowy cleanliness, bril- 
liantly, radiantly white. 

With proper laundering, 
every Pequot can be kept 
white — white and fresh as 
the day it came dazzlingly 
from its package! 

Pequot is America’s most 
popular sheet. 

Naumkeag Steam Cotton Co., 
Salem, Mass. .. . Selling Agents: 
Parker, Wilder & Co., New York, 
Chicago, San Francisco, Boston. 
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Large Capacity for Better Baked 


Foods in Small Quarters 


The Thrift Gas Oven is ideally suited to solve 
the baking problems of the hospital kitchen. 
It occupies little space, and because of its well 
insulated construction gives out little or no 
heat, so that no matter how restricted its quar- 
ters, comfortable working conditions are as- 
sured. 


Greater Variety of Baked Foods 


The compact design of the Thrift Oven makes 
it possible to bake a greater variety of foods 
than in the ordinary oven, and its many unique 
construction features assure better baking on 
each deck. There is no more suitable oven to 
meet the varied requirements of a hospital diet. 
It bakes meat dishes, vegetables, pan goods, 
pastries, pies and many other baked goods. 
And what is not the least important to every 
dietitian—the Thrift Oven bakes at lower costs 
than any other portable type bake oven on the 
market. 


with or with- 


2 d 4 deck models, 
Available in 3 an "4 Ask Dept. 


out a, temperature control. 
2 for our new catalog. 


urface Combustion Ca 


me Offices in om AL! Prime Cae 


Utilization Dirinon of the Combustron Unilities 
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of air pockets and obviate many other doubtful conditio.s 
and misleading presentations. When air remains in the 
chamber the pressure gauge cannot accurately indicate 
the temperature. Herein lies a possible deception. For 
instance, the gauge may show fifteen pounds of pressure 
and this would be approximately 250° F., but if air is 
present the temperature will be lower than the gauge 
indicates. Relative to the amount of air present the 
temperature will be proportionately lower than the 
250° F. shown on the gauge. The gauge is intended to 
show the temperature of steam only, not of a mixture of 
steam and air. This explains the disparities between the 
inside temperature and the gauge that were observed in 
some of the experiments. 


Modern Autoclaves Have Ejector Valve 


Manufacturers have now generally recognized the im- 
portance of this, and are equipping modern autoclaves 
with an ejector valve, displacing the drip pipe, to 
accomplish total evacuation of atmosphere. Ejector valves 
should serve a triple purpose: (1) to remove all air, (2) 
to exhaust the condensation, and (3) to provide for a 
regulated movement of steam. It would be well to in- 
vestigate the possibility of attaching an efficient ejector 
to old sterilizers. If the sterilizer is not equipped with an 
ejector then the drip valve should always be left slightly 
open to serve as an outlet through which the air can 
eventually be forced. 

2. Immobile steam is not as effective as steam that is 
in motion. If it were possible to close tightly all outlet 
valves and prevent all leakages, thereby rendering the 
steam stationary, a much longer period would be required 
for complete sterilization. Moreover, possibly as shown 
in Experiment 11, some parts would not be sterile even if 
the pressure was continued over a long period. Con- 
versely, when the steam is in motion, it passes through 
every pervious tissue and fiber. With the steam penetrat- 
ing and permeating every part there is no place for air 
pockets to persist and sterilization is effected not only on 
the surface but also within every thread of the dressing 
and wrapper. 

Condensation on the door lends itself to this required 
movement of steam, but that alone is only slight and not 
entirely effectual. By opening the drip valve slightly or 
by the action of an ejector a regular, graduated move- 
ment may be maintained throughout the whole sterilizing 
period. 

3. Due allowance should be made for the lower tem- 
perature in the position adjacent to the door. The margin 
of safety should never be too finely reduced to allow this 
area to become a danger zone. For the same reason any- 
thing within the sterilizer should not be within an inch of 
the door when it is closed. 

The difference in temperature between this location 
and other parts is due primarily to the absence of pro- 
tection or steam insulation at the door such as is provided 
for the other walls of the chamber by the encircling steam 
jacket. Hence, because the door is the coolest point, con- 
densation will occur on the inner surface with a resultant 
lower temperature. This will be more pronounced if the 
sterilizer stands in a cool, draughty place. 

4. The preparation of bundles and drums and the 
charging of the sterilizer are important features in good 
technique. 

Bearing the observations on penetration and air pockets 
in mind it is obvious that bundles should be made up 
loosely and that they should not be bulky; that drums in 
particular should not be packed tightly and that the vents 
should be open. Cold and wet bundles or wrappings should 
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ILE floors, Marble floors, Terrazzo floors. 
Keep them clean with 


Va~ MInLAND 
ILEOLEUM 
y. P| y) Pp 
THE PERFECT CLEANSER 
the penetrating liquid cleanser. It easily and 
quickly removes the deeply imbedded dirt and 
grime. Most floors never get a real CLEAN- 
ING—they are just mopped over. A little of 
the surface dirt is removed but the real cause 
of the dingy appearance remains in the floor. 


TILEOLEUM takes the dirt OUT of tile, 


marble and terrazzo. 


Demonstration without obligation, at your re- 
quest. Write to 


MIDLAND CHEMICAL LABORATORIES, INC. 
DUBUQUE, IOWA, U. S. A. 
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be avoided. Wrappers of impervious or semi-impervious 








Silver Service 


Thorner’s Silver Service is made of 
18% Nickel Silver with a quadruple 
silver plate. Re- 
placement through breakage is forever 


Wears a lifetime. 


eliminated. It is never affected by 


wear or polishing. 





Illustration features Thorner’s Im- 
proved Three Hot 
Water Plate. Tea Set with reinforced 
bands, hard metal hinges, Silver Sol- 
dered and one-piece unleakable bot- 
tom. Covered Soup Cup with Silver 
Soldered handles. Sherbet Dish, 
Gravy Boat, Individual Napkin Ring 
and Tray Marker, Bud Vase, Salt and 
Pepper Shakers and Superior Grade 


Compartment 


Sectional Plate Flatware. 


THORNER BROTHERS 






Surgical Supplies 


135 Fifth Avenue 
NEW YORK CITY 


THORNER’S 


Importers and Manufacturers of Hospital and 





material should positively never be used. Overloading or 
wedging the packages together too compactly is risky; a 
tightly packed sterilizer is bad technique. Nothing should 
be in contact with the door, nothing should block the 
ejector or drip outlet and, at the other end, the steam 
inlet should also be free from obstruction. 

It is assumed and generally accepted that the thermal 
death point of all bacteria and spores under steam 
sterilization is 250° F. Less may be sufficient, but 250° F, 
of steam exposure for thirty minutes is accepted as sure 
sterilization. 

The commonly prevailing practice of twenty pounds 
pressure (260° F.) provides an ample safety margin if it 
is maintained throughout. With this as an axiom it is 
required that the steam shall positively pass through 
every fiber of every piece of dressing to insure certain 
sterilization of the whole. Penetration the maxim. 
Without it there is danger because despite appearances 
the sterilizer then does not actually and completely 
sterilize. 
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| An Effective Air Compressor 
| Discharge Silencer 


The small high speed air compressor has a tendency to 
make a rather loud noise in the receiving tank on the 
discharge side of the compressor. This noise is created 
by the rapidity with which the discharge valve of the 
compressor seats at the end of the compression stroke. 
Tests have shown that the noise is not mechanical but 
is an air phenomenon. The noise is loud enough to pene- 
trate the walls of the receiving tank and some of the 
piping, because the air in which it exists is at high pres- 
sure and consequently of greater density. 

A new type of silencer has been designed to go in the 
discharge pipe of the compressor directly after it leaves 
the compressor. It will pass the compressed air with 



























negligible resistance, but it eliminates the discharge noise 
to a point where it can hardly be heard. This noise re- 
sembles a hammering or rapping sound and can be an- 
noying in certain locations. 

The silencer is extremely simple, small, and easy to 
install. There are no parts to get out of order, and 
connection to and from the silencer is made by means 
of a standard pipe thread, one at the center of the inlet 
head and one at the center of the outlet head. The silen- 
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SUPER 
LIGHTING 


F OR 


HOSPITAL SURGERIES 


MAJOR OPERATING ROOM, ST. THOMAS HOSPITAL, AKRON, OHIO 


WITH 
HOLOPHANE MULTIPLE-CONTROL 


:ccws SYS Tews 


DAYLIGHT INTENSITIES — NO SHADOWS — DIRECTION 
OF LIGHT ALWAYS UNDER CONTROL without moving 
fixture — SCIENTIFIC — SANITARY AT REASONABLE COST 


waite FLOLOPHANE CO.,, INc. . sooxte: 


342 MADISON AVE., NEW YORK CITY 


BRANCHES 
SAN FRANCISCO CHICAGO MILWAUKEE TORONTO 
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SIGNALING 
SYSTEMS 
FOR 
HOSPITALS 


NURSES’ CALL 


DOCTORS’ 
PAGING 


AUTH ELECTRICAL SPECIALTY CO. 


422 E. 53rd Street New York City 


Write for New Catalogs of Telephones, 
Hospital Systems and Annunciators. 
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Use Professional Service 
to Raise Money 


Does your hospital need capital funds for 
—new buildings 
—increased equipment 
—old debts? 


Your hospital believes in professional 
service. In every department, you use 
men and women specially trained for 
their jobs. You have a staff of experts 
available for the service of vour com 
munity. 

Use the same expert skill for yourself 
in raising needed money. We have a 
staff of experts, men skilled by experi 
ence in directing financial campaigns. 
$173,090,000 raised to date. We have a 
man for you, if you wish. No charge 
for consultation. 


MARTS & LUNDY, Inc. 


Directors of Successful Campaigns 
Harriman Bank Building 


527 Fifth Avenue New York City 


Ask for “Financing Philanthropy”, a quarterly paper, 
free on request. 
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cer casing is designed for 125 pounds per square incl 
working pressure. 

The use of this silencer will allow the installation of 
small, high speed, inexpensive compressors in places wher« 
quiet operation is absolutely essential. The receiving tank 
can now be placed wherever it is convenient, and with 
this new type of discharge silencer, with the suitable 
silencer on the intake of the compressor, the noise problem 


“ is solved. 


High Pressure Steam Valve Shows 
Fine Workmanship 


A new bronze valve with a renewable resilient dise 
built to withstand 250 pounds of steam working pres- 
sure has been added to the line of steam fittings. The 
disc, being more resilient than the metal, readily con- 
forms to the seat and insures a tight valve without re- 
grinding. 

The new line comprises the globe, angle, cross and 
horizontal and angle check patterns, supplied screwed or 
flanged in sizes ranging from one-fourth of an inch to 
two inches. The globe, angle and cross patterns are 
furnished with renewable seat rings. The bonnet of the 
valve screws over the body, a feature that adds strength. 
The bonnet seat joint is rounded, a construction feature 
that adds strength, assures a tight fit, and at the same 
time allows easy removal of the bonnet. 

Other features of the globe, angle and cross patterns 
include the nonheat hand wheel of malleable iron; the 
bronze gland, which aids in preventing leakage around 
the spindle; the deep stuffing box generously packed with 
asbestos ring packing, and the manganese bronze spindle 
with large, powerful threads, all of which are in contact 
with the bonnet threads when the valve is closed. 





Fiber Dish Is Newest Contribution 
to Dining Room Equipment 


A strong white, sanitary fiber plate supported on a 
metal tray is the newest contribution to the health idea. 
The fiber is especially treated so as to assure its perfect 
sanitation and is tough enough to make it practical. 

The idea for such a dish was conceived during the 
World War. The epidemic of influenza was at its height 
taking toll not only of civilians but of thousands of men 
in army training camps. Medical officials in the army 
suspected that much of the spread of the disease was 
due to the insanitary conditions of the eating utensils 
and of mess kits in particular. They knew that germs 
could be killed only by sterilization. This meant placing 
the dishes in live steam under pressure for three minutes 
or in boiling water for a longer period. 

As a test certain companies were fed only from steri- 
lized dishes. Among them influenza cases were excep- 
tionally few, even with the disease raging in camp. This 
proved conclusively that the disease was largely spread 
because of the insanitary eating utensils used. 

A substitute was sought and the answer is the new 
dish, a convenient fiber tray divided into sections for 
different foods, on a metal tray. After it is used once it 
is thrown away. There is no breakage. It saves a great 
deal of time in that there is no washing of plates and 
side dishes, and the noise always attendant upon dish- 
washing is eliminated. 
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OR every day immaculacy of 
hospital walls and floors no 
material compares with Keramic 
Tile. One sweep of a damp cloth 
and walls are again bright and 
shining. Ordinary mopping keeps 
floors spotlessly clean and sani- 
tary. 

But hospital managers are us- 
ing Keramic Tiles for kitchen, 
corridors, operating rooms — 
wherever cleanness is essential — 
not only because they promote 
such excellent sanitary conditions. 

Keramic Tiles last for the life 
of the building. There are no re- 
pair bills. No maintenance ex- 
pense with walls and floors of tile. 
Scientific tests have proven 
Keramic Tiles to be the most eco- 
nomical material obtainable for 
hospital floors and walls. 


Absorption tests show that 
Keramic Tiles do not increase in 
weight while other materials gain 
from 6 to 25%. Tested for abra- 
sion, Keramic Tiles showed de- 
creased weight of only 4.5% while 
other floor materials lost from 16 

Keramic Tiles are impervious 


action, light and heat. They are non-odorous. 
They do not stain. In every way do Keramic 


its economy .. 
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‘This durable wall and 
floor material has proven 








































You derive the greatest 
benefit from Keramic Tiles 
when the tiles are set by 
experts. Their skilled 
workmanship is instantly 
apparent. Select your til- 
ing contractor on the qual- 
ity of his work. 
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real tiles 


Tiles meet the strict requirements of modern 


hospital usage. 
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Durableness, cleanness and econ- 


omy beckon your attention to Kera- 
mie Tiles when considering floor and 
wall material to use in your hospital, 
And remember the permanence of Keramic Tiles— 
their first cost is the last. 


AssociaTED TILE MANUFACTURERS 
INCORPORATED 
420 Lexington Avenue, New York, N.Y. 








ALHAMBRA TILE CO. 


AMERICAN ENCAUSTIC TILING CO., Ltd: 
CAMBRIDGE TILE MANUFACTURING CO, 


FEDERAL TILE COMPANY 
GRUEBY FAIENCE & TILE CO. 
MATAWAN TILE CO. 


THE MOSAIC TILE CO. 
NATIONAL TILE CO. 
OLEAN TILE CO, 
THE C. PARDEE WORKS 
ROSSMAN CORPORATION 
FRANKLIN POTTERY 





STANDARD TILE CO. 
rHE SPARTA CERAMIC CO, 


UNITED STATES ENCAUSTIC TILE WORKS 
UNITED STATES QUARRY TILE CO 
WHEATLEY TILE & POTTERY CO, 


WHEELING TILE CO. 
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White Rose Tea Balls 


CONVENIENT 
ECONOMICAL 
SANITARY! 


White Rose Non-Tangling 
Tea Balls offer a new degree 
of economy, convenience and 
sanitation in serving tea. 
Patented method of clipping 
tag to ball prevents tangling 
of balls. teers 6 ball comes 
out loose and free. Saves 
time and trouble, and guards 
against waste of tea. When 
ball is served, a slight pull 
detaches tag. 

The only tea balls packed 
for hospital use as_ tea 






7 ‘he 
Tea 
Balls 
That 


E Cannot 
Tangle 


should be packed—in sani- 
tary tin containers. Tin con- 
tainer keeps tea fresh and 
fragrant and_ protects it 
from all outside contamina- 
tion. 

Packed 100 tea balls to the 
tin, 6 tins to the case. Each 
ball will brew one to three 
cups, according to strength 
desired. . . . Orange Pekoe 
and all other varieties. 
Write for generous free sam- 
ple and prices. 


SEEMAN BROTHERS, INC. 


Hudson & North Moore Sts. 


New York City 



























1% Comfort for 
the Patient 
Less work 
for the nurse 

Absolute ~ 


Protection 





GOOD REASONS 
Hospitals to Buy 


\ NORINKL 


indorsed by 
Hospitals ‘and Nursing 
Authorities 


Write for Catalog 
TO DAY/ 
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‘ODEL No.60 


HENRY L2KAUFMANN &.CO. - 


301 Congress St., Boston, Mass, 
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Sectional Construction Is New Feature 
in Metal Bedroom Furniture 


One of the greatest advancements that has come for- 
ward in the manufacture of metal bedroom furniture is 
a new sectional construction feature. Under this method 
of construction, each piece, dresser, bedstead, chiffonier, 
vanity table, desk, night table, armchair or chair, is an 
assembly of unit parts. This sectional construction is a 
tremendous advantage for it affords the quick and eco- 
nomical replacement of any part or section. 

This new metal furniture represents the latest develop- 
ment in the art of die casting combined with the 
latest in the art of shaping steel. The steel gives strength 
where it is most required and the die cast parts permit 
new freedom of design. 





New Low Priced Laundry Machine 
Does Work Faster 


A new laundry machine, of the forty-two inch by 
eighty-four inch size, which was recently placed on sale, 
is a low priced all metal machine and is being manufac- 
tured in large quantities. The decision to attempt quan- 
tity production of a machine of this type was made after 
representatives of the factory had completed an expansive 
survey of the laundry field in an attempt to determine 
the most desired features of a laundry machine. 

The most popular machine today is of this size, for 
while it is large enough to give economy in volume wash- 


ing, having a capacity of 350 pounds dry weight, still it 
is not too large to be practical for use in small laundries, 
such as are found in many hospitals. 

The machines can be had either motor or belt driven. 

One of the features of this machine is that it has a 
flat-sided cylinder in which the number of rivets has been 
reduced to a minimum. The flat sides have been found 
to hasten considerably the washing process, and the in- 
side surfaces have been finished and polished so nearly 
to perfection that wear and tear on the wash is almost 
negligible. 

The machine is handsomely finished and has all gears, 
belts, motor and moving parts enclosed in heavy steel 
safety casings. 
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